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PSYCHOSOMATIC PROBLEMS IN OPHTHALMOLOGY 
A SYMPOSIUM 


GENERAL PRINCIPLES OF PSYCHOSOMATIC 
RELATIONS OF THE EYE 


INTRODUCTION 


Orto Lowenstein, M. D. 


New York University, College of Medicine 
Department of Neurology 


Normal vision includes not only a physical process, but also a psy- 
chological attitude. In order to see it is not enough that the eye and its 
afferent and efferent pathways are unimpaired; it is necessary that the 
individual adopts an active attitude towards the target. By means of 
this active attitude, perception becomes apperception, i. e., the object is 
not only recognized but is included in the totality of preceding experi- 
ences. 

Apperception in itself is a total and indivisible process. Physical 
and psychological elements in it form an entity. This entity, general- 
ly, is not disturbed by any disease concerning the physical portion. 
Diminished vision, myopia, presbyopia, or other physically conditioned 
defects do cause quantitatively decreased vision, but not a dissociation 
of the visual act. 

This dissociation however, always occurs when the attitude of the 
individual towards the visual act changes psychologically. It may, and 
frequently does, produce symptomatically the same defects as do phys- 
ical lesions. For instance, contraction of visual fields as a symptom may 
be produced by psychological and by organic factors. Therefore, it is 
sometimes difficult to detect their psycho-physical origin. In order to 
ascertain it, we frequently need special psycho-physical methods; how- 
ever, not many methods are known to us as far as eye symptoms are con- 
cerned. 

A certain number of mechanisms to produce psychogenic symp- 
toms of the eye are known. These psychogenic symptoms may be mani- 
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festations accompanying diseases of the central nervous system. They 
may also appear independently of central nervous diseases and exclus- 
ively “attached” to one or several peripheral organs. Surprisingly, it 
corresponds to clinical experiences that psychogenic symptoms ac- 
company sight, more frequently than severe central diseases. Inasmuch 
as the eye is concerned, psychogenic symptoms may involve the total 
function or partial function of vision. Such defect of function may be, 
psychogenically, maintained or reproduced even after the basic organic 
defence was cured when, for instance, at some time in the past a part of 
the eye was diseased or weakened, and therefore the attention of the in- 
dividual was focused on the partial visual defect produced thereby. The 
neurotic individual, by directing his attention towards the eye, or a part 
of it, may provoke the dissociation of that psycho-physical process, the 
visual act, which is complete only when acting as a whole. 

The psychogenic symptoms which are produced on the basis of 
these mechanisms may not have any physiological background, but cor- 
respond to the hypochondriac imagination (“hypochondriac preju- 
dice”) of the neurotic individual. These mechanisms, however, ex- 
plain only a part of these psychogenic symptoms occurring in the eye 
and which impair vision. They cannot explain symptoms, such as hyper- 
tension, which may develop on a psychosomatic basis, but do not in- 
volve an organ which entered consciousness by means of a previous dis- 
ease and which, even after developing into symptoms did not become 
conscious. 

As a general rule, such symptoms are observed in those organs 
which possess autonomic nerves. They never concern organs which, 
like the crystalline lens, are devoid of vessels and nerves. All psycho- 
genic symptoms pertaining to organs devoid of nerves observed up to the 
present time can be explained, in my opinion, on the basis of the mech- 
anisms described above. 

Psychogenic symptoms, of the “hypertension type”—of the eye as 
well as of most other organs—are characterized by their lack of diversi- 
ty. Where they involve for instance muscles, they produce increased 
or decreased tonus. When the tonus is increased, spasms result. In the 
iris muscles, they produce tonic modifications of the reflexes of the pupil. 

From a neurological standpoint, I am going to try to make under- 
standable the mechanism by which psychogenic symptoms which have 
not entered and cannot enter consciousness are brought about. In order 
to do so I want to refer to the “psychosensory restitution phenomenon,” 
the characteristics of which are briefly recalled here. 
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For a long time it has been a physiological problem as to whether or 
not vegetative functions fatigue. It was the generally accepted opinion 
that they do not. In order to illustrate this opinion the function of the 
heart muscle, or the intestinal muscles or other rhythmically innervated 
muscles were referred to. Their uninterrupted function throughout life, 
without cessation even during sleep, was supposed to give evidence to the 
assumption that they were not able to become fatigued or exhausted; 
their exhaustion was considered to be identical with the death of the tis- 
sue. 

Contrary to this assumption I could show pupillographically® that 
vegetative functions do fatigue. They even fatigue relatively quickly 
and the way to fatigue and total exhaustion is characterized by several 
well defined stages. By the way, it is interesting to emphasize that in the 
iris muscle as well as in the heart muscle, a refractory period develops 
which, under certain circumstances, makes it possible for spontaneous, 
uninterrupted, rhythmical movements to occur (cyclic oculomotor 
paralysis; cyclic sympathetic paralysis). “* *? When finally the pupil- 
lary reflex is exhausted by means of a great number of light stimuli regu- 
larly repeated at the same interval—which really means that the interval 
for subsequent stimuli becomes shorter than the refractory stage—this ex- 
haustion can be suddenly overcome when a psychological or sensory 
stimulus is interposed between two light stimuli. Such a psychological 
stimulus really defatigues the exhausted pupil. 

This phenomenon, which I called the psychosensory restitution 
phenomenon, is based on a real brain reflex. Its center is located in the 
posterior part of the hypothalamus. It effect is based partly on the liber- 
ation of adrenaline in the periphery, partly on central disinhibition of 
the parasympathetic. 

It could be demonstrated that this phenomenon is not limited to the 
fatigued or exhausted organ but is also effective when the organ is not 
fatigued. In this case, however, it produces a disinhibition and acceler- 
ation of the physiological, vegetative function. Its effect reaches as far 
as the autonomous innervation itself, i. e., it includes the state and the 
function of all tissues. 

The psychosensory restitution phenomenon explains how, subse- 
quent to psychological stimuli and processes, somatic “psychogenic” 
symptoms are able to develop in organs that are autonomically innervat- 
ed, and outside of the sphere of influence of voluntary impulses. 


‘ By the way, it shows that psychological processes have a direct— 
and not only an indirect—biological importance. 
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The mechanism as represented by the psychosensory restitution 
phenomenon is to be kept in mind when you will be told about psycho- 
logically initiated phenomena occurring in an area far removed from 
consciousness, such as for instance, the influence of emotions on the in- 
traocular pressure, or possibly the development of exophthalmos. 
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PSYCHOSOMATIC PHENOMENA IN VISION 


Epwarp Hartman, M. D. 
New York, N. Y. 


Most of the work on psychosomatic phenomena has been done by 
psychologists, psychiatrists, and psychoanalysts, and I believe ophthal- 
mologists are, by their training and background, badly prepared for 
this type of research. Feeling myself therefore to be inadequate, I turn- 
ed to the literature for help and guidance, but although psychosomatic 
medicine has been practiced by every good physician ever since medi- 
cine existed, it has only recently been recognized as an automonous dis- 
cipline and it is still in its youth: not much has yet been written con- 
cerning the eye and vision.“ Left to my own devices more than I 
would have liked, I have recalled my past experience, drawn analogies 
from other branches of medicine, read what little there was on the sub- 
ject and it is the result of my reflections which I bring you. _ Iam afraid 
this will be a very personal outlook, with very few facts, but it may 
form the framework for future research. 

At first, when we think of psychosomatic medicine we think not 
of diseases of the eyes, but of other organs: digestive disturbances 
through altered secretions or abnormal motility, circulatory trouble 
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through spasms and increased or lowered blood pressure, glandular dis- 
eases such as Graves’ disease or diabetes, nervous diseases. In every such 
case we readily accept the idea that the mind can cause or increase the 
disturbance. We also admit that in chronic infections exacerbations can 
be the consequence of worry and mental stress, and when we come to 
think of it we cannot deny that such psychological causes are apt to be 
efficient wherever the autonomic nervous system is present and is in a 
position to mediate through the circulation or through glandular struc- 
tures. 

But when it comes to the eye we think of it quite differently and as 
only governed by the laws of physics: vision depends on well defined 
refracting surfaces and indexes of refraction, and on the relative position 
of the retina and the focus of these refracting surfaces. So where does 
the psyche come in? 

Still we cannot dispel a doubt. An old saying comes back to our 
minds that eyes are the mirror of the soul. Also we have been trained 
to think of the eye as affected by ever so many diseases of other organs 
as for instance by every one of those I have just mentioned: digestive, 
circulatory, nervous, glandular, infectious disturbances, all of these can 
involve the eyes. So here is a possible link, even if only indirect, here is 
where the mind can edge in. Let us see how and where we can conceive 
of such interference. In the following rapid survey I shall roughly fol- 
low the antero-posterior path of light and note all of the disturbances 
and diseases which may interfere with normal vision and which directly 
or indirectly can have been brought about or aggravated by changes in 
the mental status. 

The precorneal layer is formed by the tears but I am afraid it will 
sound like a joke if I mention that our vision will blur if our emotions 
move us to tears. Whether a diminished tear secretion with corneal 
changes can result from mental upsets and secondary glandular distur- 
bance is questionable, but is not entirely impossible. 

I believe the cornea itself to be fairly immune to psychosomatic 
phenoma, be it only because it contains no blood vessels, the usual media- 
tors. 

With the anterior chamber we come into the realm of uveitis and of 
chronic infections, focal or otherwise. It is usual for the ocular flare- 
ups to coincide with the systemic ones, and no one doubts that such set- 
backs in the body’s defense to an infection—be it tuberculosis or any oth- 
er chronic one—are definitely influenced by the mental status, by worry 
or by emotional upsets. 
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Spasm of the ciliary muscle with temporary myopia is one of the 
best examples of a psychosomatic disease: mental stress and worry are 
ever so often found to be the determining cause, even if hyperopia is 
usually found to be present. If asthenopia is more often due to 
imbalance of the extra-ocular muscles or to convergence insufficiency 
it is sometimes caused by accommodation fatigue. Such an accommo- 
dative asthenopia is in my opinion undoubtedly influenced by the men- 
tal status of the patients. Cases of psychogentic cycloparalysis have al- 
so been reported (Shastid).‘ 

The crystalline lens being devoid of vessels and nerves should be 
immune to psychosomatic phenomena. Let me however tell you of the 
curious experience I had with a patient. I had known her for years, she 
was hyperopic and I had now and then changed her reading glasses. One 
winter, she was then in her late forties, she came back twice within three 
months for a change of glasses, and each time complained that she had 
tu hold her book too near. Her reading glasses were gradually getting 
too strong as her hyperopia diminished; there were no opacities in the 
lens but I asked for a careful survey of her general condition and a blood 
chemistry. A high blood sugar was found, a strict diet prescribed and 
in a few weeks the hyperopia increased again to its previous level. There 
had evidently been a temporary swelling of the lens. Rather unmanage- 
able and distinctly stupid, this patient would not continue to follow a 
satisfactory diet. But her blood sugar was not always high; it was most 
irregular, shooting up only occasionally and with each time a correspond- 
ing change in her refraction. I would probably never have linked this 
visual disturbance to a psychosomatic effect were it not that the patient 
was a friend of my family and that I was in that way able to know some- 
thing of her private life. When the trouble first occurred she was very 
upset because she feared that her son was going to marry. This affected 
her considerably and every time her blood sugar rose in the following 
months it was because that probability of losing her son to another wom- 
an loomed up again. Finally he did marry, she became reconciled to it, 
settled down and was well thereafter. 

Vitreous opacities bring us back to uveitis and chronic infections 
and to what I have already said of this problem. In other cases it is a re- 
tinal blood vessel which was ruptured and we are coming to this now. 

Retinal exudates and hemorrhages are often caused by diabetes or 
high blood pressure and in both diseases or at least in the exacerbations 
of both we admit the part played by mental cases. It is also evident in 
many cases of arterial spasm and Mohr“) has reported retinal hemorrhag- 
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es for which he could find no other cause but a feeling of guilt. If we 
want to make evident the link of an emotional state to the blood supply 
and through it to good vision, let us recall how vision becomes dim, col- 
orless, and fades away, just before fainting.* 

Vascular spasms can likewise affect the optic nerve and if toxic am- 
blyopia follows excessive drinking and smoking, who will deny that it 
may often be a consequence of the mental set-up. 

Before leaving the eyeball, let me just mention the visual disturban- 
ces which can be caused by Graves’ disease, by glaucoma, by muscle im- 
balance, all of which are definitely linked in many cases to psychic caus- 
es and which will be dealt with in detail by others. In a vague way we 
might also consider that eye injuries are more or less likely to occur ac- 
cording to behavior and greater or lesser recklessness. Here again we see 
where emotional stress may come into play. In a more precise way Dun- 
bar”) has recently stressed the psychosomatic aspect of fractures; data 
can be found on this in her last book. 

Jelliffe‘ has even thought it possible to link myopia to mental dis- 
turbances, at least in some cases. He states that myopia appears at the 
time of puberty and may sometimes be due to the patient’s desire to ex- 
clude the outside world. He reports three cases of myopia: one with a 
narcissistic fixation, one with perverse urge, and one with an Oedipus 
situation. Jelliffe is too distinguished a psychiatrist for his opinion to be 
disregarded entirely, but I must admit that his paper is not convincing to 
me. The opthalmological side of his observations is non existent and be- 
sides, either myopia persisted and it was a true myopia only coinciding 
with the mental trouble (myopia is prevalent enough for this to be pos- 
sible), or if it disappeared it was not a true myopia but a ciliary spasm 
of which I have spoken before. I advise ophthalomogists to read this es- 
say of Jelliffe, it will show how a disease which is familiar to them can 
be approached from an entirely different angle. They may or they may 
not be convinced but they will in any case have learned something, eith- 
er about myopia or about psychoanalysis. 

I believe I have fairly exhausted the possibilities of psychosomatic 
interference with the eye and as you see this organ does not only obey 
the laws of physics. But if it did and was entirely independent of the 
mind, there would remain a large field for psychosomatic phenomena. 
Once the visual sensation has been carried to the visual cortical area it 


* I do not mention retinal fatigue as there is no such thing, but ciliary fatigue or fa- 
tigue in the higher levels of attention and interest, (Duke-Elder) (4) 
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must be transformed into a perception and reach our conscience. Here 
above all is where the mind can and does enter the picture. Sometimes 
it is only a change in our attention which interferes with our vision, and 
it can do so to a considerable extent if we remember that to reach the 
level of a perceptual concept our visual sensations must be elaborated 
and integrated with proprioceptive sensations, intellectual concepts, past 
experience, inherited dispositions, and that to “see” we must form and 
interpret a complete unitary pattern. 


If we are all subject to changes in our attention under the influence 
of mental causes, it is only in some patients that visual suppression will 
appear in relation to the various neuroses, and of course the most im- 
portant one is hysteria. Can any disease be more completely psychoso- 
matic,” the psyche being the cause of the trouble and the symptoms 
being somatic? I have read recently in “Psychosomatic Medicine” by 
Weiss and English‘*) that such visual disturbances are frequent because 
it is through the eye that many of the secrets of sex have been learned in 
early life, and that in adult life this may lead to a functional disturbance 
in that organ whereby so much was seen that was forbidden. I imagine 
the frequency of such visual disturbances may vary greatly with time 
and place and my own experience has rather led me to consider them as 
rare. During the time I worked with Babinski I saw a considerable num- 
ber of cases of hysteria and quite a few more since then; visual disturb- 
ances were very rare. When they do occur they can of course be of al- 
most any type, and vary either under the effect of suggestion or spon- 
taneously. The most usual type is unilateral amblyopia or blindness, 
and contraction of the peripheric visual field. But I cannot take up the 
description of visual hysteria here. Other neuroses, and in particular 
anxiety neurosis, may likewise affect the vision. 


I have mentioned the functional changes in the visual fields due to 
neuroses but I wish to add that attention and fatigue can likewise inter- 
fere with the normal field. We are all familiar with the spiral of a fa- 
tigue field and I believe this can rightly be classified as a psychosomatic 
phenomenon. 


I would also like to mention reading difficulty as a possible field for 
psychosomatic investigations. Some are possibly due to muscular im- 
balance, others to a deficient intelligence of the child, others still to faul- 
ty teaching, but all these causes having been eliminated there remain 
those children, otherwise normal, but who are definitely retarded in their 
reading ability. Orton'®) has stressed the importance of left handedness 
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and especially curbed left handedness in such patients, but other mental 
factors may sometimes be present. 


Night blindness, or more correctly a deficient dark adaptation, is 
generally accepted as due to a lack of vitamin “A” in the diet but it does 
not seem impossible, according to some recent publications, that it may 
in part also be psychogenetic. Wittkower and his co-workers have 
usually found patients affected with night blindness to be of the over- 
dependent type. Leon‘ reports that out of 18 pilots examined, two 
had poor dark adaptation, and one of these was affected, shortly after- 
wards, by flying stress. Livingston and Bolton‘ also accept the possi- 
bility that night visual capacity might to some extent depend on the at- 
titude of mind. 


As to color sense I have found no mention of its possible change un- 
der psychosomatic influence. I don’t know however if colors do not ap- 
pear to us more saturated or more pale according to our state of mind. 
This is difficult to ascertain and more probably what is altered is the viv- 
idness of our memory. 

I wonder if I should rightly mention here that according to our 
emotional state the image of what we see is either registered in every de- 
tail and kept almost forever in our memory, or is disregarded at once. 
Visual memory is not vision, still what would vision be to us if only a 
fleeting phenomenon. 


You will no doubt have observed that I have taken psychosomatic 
phenomena in its broad acceptance, in fact more than is usually the case: 
I have included in this rapid survey all disturbances of vision which can 
directly or indirectly result from mental cases such as worry and emo- 
tional stress, just as well as from outright mental diseases, such as hys- 
teria or other neuroses. I must admit that in psychosomatic medical 
books and journals the latter seem to be almost the only ones considered, 
and psychosomatic symptoms reported are those physical symptoms 
which neurotic patients will produce as a transfer of their real underly- 
ing mental disease. It is in that way that hysteric amblyopia will appear 
in some patients, ciliary spasm or asthenopia in others or even myopia 
in the cases reported by Jeiliffe, if we accept his interpretation. Such 
transfers however are infrequent and I have deemed it useful to stress in 
a more general way the importance of ascertaining the mental status of 
our patients so as to understand better the cause of their symptoms, so 
as to treat them more efficiently and so as to know what must or must 
not be said to them of their trouble and of its probable future course: 
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some patients must be frightened if they are to take care of themselves, 
others must be spared for they will worry and their condition will be- 
come even worse. 


Ophthalmologists can not turn into psychiatrists, but even elemen- 
tary psychology and simple human kindness will prove very useful. To 
understand our patients better we must let them talk freely and we must 
listen to them patiently. This calls for more time than we usually devote 
to them and more time also than they expect us to take; but I don’t see 
why we are supposed to handle a difficult case in an hour or even less, 
when the same patient will expect a psychoanalysis to last for months. 
Time is not the only thing we often lack, confidence is not always given 
us fully. Patients are apt to be secretive with us, and how many will re- 
fuse to tell us even their age or give us a false one. Both the ophthal- 
mologists, and the patients who come to them for visual symptoms, must 
understand that the eye is not isolated but part of the whole body and 
to some extent controlled by the psyche. 
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METHODS OF DETERMINING PSYCHOGENIC FACTORS 
IN DISTURBANCES OF VISION 


BERNARD KRONENBERG, M. D. 
New York, N. Y. 


Visual defects which cannot be corrected by optical methods, and 
which have no apparent organic basis, form one of the most difficult 
problems, both for the opthalmologist and neuropsychiatrist. The emo- 
tional strain of the war, for the civilians as well as for the members of 
the armed forces, has increased the number of patients in this classifica- 
tion. When the ophthalmologist is confronted with a psychogenic loss 
of vision, be it amaurosis, amblyopia, or scotoma, the differential diag- 
nosis is extremely difficult. 

A complete ophthalmological examination must be made to ex- 
clude the possibility of an organic lesion. The refractive media, the 
fundus, the optic nerve, and the macular area must be determined nor- 
mal. The problem of differential diagnosis is even more complicated 
when the psychogenic factor is superimposed on a pre-existing organic 
defect. 

Malingering must be excluded. The blindness of hysteria is fre- 
quently thought of as closely allied to that of malingering, thus making 
the differential diagnosis extremely difficult. They are, however, sep- 
arated by the wide gap which exists between the consciousness and the 
unconsciousness. The malingerer is conscious that he can see; the hys- 
teric is not. This paper will not include the methods of determining 
malingerers. 

The methods available for the diagnosis of the psychogenic loss of 
vision are either ocular methods or psycho-physical methods. Frequent- 
ly all types of tests must be used in establishing the diagnosis. 

The amaurotic is completely out of the hands of the ophthalmolo- 
gist. Having once determined the normal organic status of the eye, he 
cannot do any other tests on a blind individual. Even the presence of 
pupillary reactions to light does not always mean that the blindness is 
purely psychogenic in origin. Organic lesions of the optic nerve out- 
side the pupillary fibers or the visual pathways at and beyond the geni- 
culate body may cause blindness on the side involved, leaving a normal 
pupillary reaction inasmuch as the pupillary fibers branch off before the 
geniculate body. 

In the amaurotic, psycho-physical tests must be relied upon. Otto 
Lowenstein,’ in his method of “unconscious expression movements” 
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takes advantage of the fact described by him, that the muscle tonus 
changes in the body as soon as sensory, for instance optical, acoustic or 
other stimuli, are perceived. The patient, therefore, is placed in a test- 
ing apparatus, as shown in Figure I, which connects his head, arms, legs 
and chest with a sensitive diaphragm. This transmits involuntary mus- 
cle tonus impulses onto a graph, recorded on a revolving drum. For the 
individual at rest, the recorded typical curves are as shown in Figure II. 
Any sensory impulse, be it auditory or visual, will change the excursions 
of all recordings. Even a psychological stimulus will change the excur- 
sions. Thus in an hysterically blind individual such changes will take 
place when a visual stimulus is given, Figure III. 

Another method is electro-encephalography. Ordinarily, with 
both eyes closed alpha waves are recorded by this method. When the 
eyes are open in a normal individual, these waves disappear. In the or- 
ganically blind the alpha waves continue to be recorded with the eyes 
open or closed. In an hysterical patient the alpha waves will disappear 
when he opens his eyes. To date this method has been used by only a 
few investigators. 

In the differential diagnosis of amblyopia, the ocular methods can 
achieve more than in amaurosis. Being confronted with a reduction of 
vision which cannot be explained on an ocular basis, the reading of the 
visual fields is the principal method of diagnosis. Another important 
clue is the recording of the visual acuity. In the hysteric, vision fre- 
quently does not increase as the distance from the test chart to the pa- 
tient decreases. Moreover, the acuity of vision may change from test to 
test over a short interval of time. A further method is quantitative per- 
imetry.“® 

There are several types of fields which are typical of hysterical am- 
blyopia. One field occasionally obtained is the spiral field. When such 
a patient is tested from one meridan to another, and retested in the same 
meridan using the same size test object at the same distance, the field be- 
gins to spiral. This spiraling field cannot be obtained in a normal indi- 
vidual because retinal fatigue to such a degree is abnormal. 

A second type of amblyopic patient may show a tubular field, in 
which the field remains the same no matter how much the test object 
or the distance is varied. Studies of normal visual fields have shown that 
if the distance between the test object and the patient is varied, the size 
of the field will vary. Similarly, in normal patients when the size of the 
test object is varied the field changes. A tubular field is symptomatic 


of an hysteric. 
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Figure I 
Equipment for the recording of subconscious movements of the head, upper 
and lower extremities, respiration, et cetera, after Otto Lowenstein (reproduced from 
“Experimentelle Hysterielehre” by Otto Lowenstein, Page 17, Figure 9 Bonn 1923). 
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The third type of field in hysterics is the interlacing field. Nor- 
mally the visual field for white is wider than that for blue, and blue is 
wider than that of red. In hysteria, however, the red field may be wid- 
er than the blue, or even wider than the white, or the three may inter- 
lace. This results in fields which are completely abnormal. 

However, it should be noted that the use of perimetric methods may 
lead to false conclusions. The patient is easily suggestible and the peri- 
metrist can obtain many bizarre shapes through suggestion alone. Fur- 
thermore, repeated visual fields on the same individual will give com- 
pletely different results. Nonetheless, all such fields are diagnostic of 
hysterical amblyopia. 

The psycho-physical method, based on the involuntary and un- 
conscious muscle tonus changes accompanying sensory and psycholog- 
ical processes, can also be used in diagnosing amblyopia. Once it has 
been established that the patient has a marked contraction of the visual 
field, this method may be used to corroborate the visual field findings. 
The involuntary muscle tonus graphs are made first. Should the patient 
then receive light stimuli in what is assumed to be his blind area, and 
should the involuntary tonus readings show regular changes after every 
light stimulus, the diagnosis of hysteria is further confirmed. Lowen- 
stein’s method is extremely vauable because of its objectivity, but the 
complexity of the apparatus has limited the spreading of its use in rou- 
tine clinical examinations. As a scientific method of investigation, it is 
worth greater consideration that it has been given up to the present time. 

Scotomata, still another form of visual defect, can also arise on a 
psychogenic, or can be psychogenically enlarged. Organically caused 
scotomata do not show any variation on repeated tangent screen plot- 
tings. In psychogenic disturbances, these plottings are extremely vari- 
able, ranging from absence of a scotomata to enlargement of the original 
findings. Here particularly the words of caution should be repeated. 
It is too easy to induce scotomata by suggestion. 

Tachistoscopy is the name given to the test method in which lumi- 
nous objects are exposed for a controlled lapse of time, such as 1/50, 
1 /20, 1/10 and so on. This method may be combined” with the 
muscle tonus method. When the patient is placed in the apparatus, 
as shown in Figure I, and a tangent screen is placed before him, in the 
assumed blind area a luminous target is then exposed for various lengths 
of time. A blind area, i. e., a scotoma, is surrounded by an area in 
which the perception time is prolonged. Should the patient now show 
tonus reactions that require time which would not respond to the rule, 
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Figure Il. Unconscious movements of head, extremities and respiration. 4-6 — effect 
of a pain stimulus (reproduced from “Experimentelle Hysterielehre” by Otto Lowen- 
stein, Page 29, Figure 15). 
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Figure III]. Hysterical contraction of the visual field (tubular field). 4-1 — an ob- 
ject is shown within that part of the visual field which is supposed to be amaurotic. 
Effect: is equal to +6 in Figure 2 i. e., similar to a pain or fright stimulus, giving evi- 
dence of the fact that the exposed object was really seen (reproduced from “Experi- 
mentelle Hysterielehre” by Otto Lowenstein, Page 150, Figure 99). 
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a type of scotoma may be diagnosed that is either totally or partly psy- 
chogenic. 

Diagnosis of psychogenic visual disturbances is a field which is 
shared by the opthalmologist and the experimental neuropsychiatrist. 
Neither ophthalmologic nor neuropsychiatric methods alone can diag- 
nose whether an ocular disturbance is, partly or totally, based on 
psychogenic facors. Close cooperation is necessary. 
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REMARKS ON PSYCHOSOMATIC FACTORS IN 
GLAUCOMATOUS HYPERTENSION 


Mark J. ScHoENBERG, M. D. 
New York, N. Y. 


I shall begin by stating the conclusions derived from my own ex- 
perience with primary glaucoma: 


1. States of anxiety precipitate an increase of intraocular pressure 
in a certain percentage of glaucoma patients. 


2. Some glaucomatous crisis can be prevented by avoiding emo- 
tional upsets. 


3. The diagnosis and treatment of glaucoma is incomplete with- 
out a survey of the emotional environment of the patient and of the de- 
gree with which his behaviour is dominated by emotions. 


4. A history of emotional upsets in glaucoma patients does not al- 
ways imply a casual relationship between the two. 

States of emotion are one of the several factors which may precipi- 
tate the disturbance of the mechanism which maintains the normal in- 
traocular pressure. 
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There are proofs which support the belief that there is a causal re- 
lationship between anxiety states and emotional upsets on the one hand, 
and the increase of intraocular pressure on the other. The evidence is 
based on clinical and experimental experience. 


The clinical proofs are furnished by the many cases reported in text- 
books and in the ophthalmological literature and by my own experience 
of acute glaucoma occurring after emotional upset. Cases of simple 
glaucoma have been reported in which a slight or moderate increase of 
intraocular pressure took place and continued at a time during which 
the patient went through an emotional stress. In some of these cases, the 
increase of the intracular pressure failed to return to a normal level un- 
til the psychic factor was eliminated. Such instances have been report- 
ed in literature a few years ago.” 


Additional evidence pointing to the existence of a psycho-somatic 
relationship in glaucoma is furnished by the use of tonometry and per- 
imetry. In some patients, when the tonometer is used twice on the same 
glaucomatous eye at an interval of about 5 - 10 minutes, one notices that 
(barring careless technique or unreliable tonometers), the readings at the 
first examination are higher than at the second. The lowering of the 
tonometric readings is due to a reduction in the amount of the patient’s 
apprehension which is noticeable during the second examination. 


The other experience is that if one measures the intraocular pres- 
sure soon after mapping out the field of vision, one finds it at times high- 
er than before this procedure. In these cases, it is the excitement of the 
examination that is responsible for the higher reading. 


We may predict that in the future more delicate and exact meth- 
ods will enable us to state whether the patient we examined is under 
emotional stress and to what a degree. At the same time, the invention 
of new precision instruments will make it possible for us to obtain con- 
tinuous records of curves depicting the variations of intraocular pres- 
sure under the stress of emotions in a similar group, as Dr. Lowenstein’s 
method of pupillography is furnishing us with data pertaining to the 
variation of pupillary responses. 


1) Mark J. Schoenberg, Arch. of Ophthal., Vol. 35, pp. 76-86 and pp. 91-97. 
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PSYCHOSOMATIC FACTORS IN EYE MOVEMENTS 


ALFRED KEsTENBAUM, M. D. 
New York, N. Y. 


A. Psyche and Voluntary Motility of the Eyes 


As is generally known, the eyes may move to the side, upwards, or 
downwards, in a parallel or associated movement. Such an associated 
movement may be the response to different stimuli. The eyes may look 
in a certain direction, in accordance with the “body scheme,” as in re- 
sponse to the order “look to the right” or “look to the left.” Such a 
movement, called command-movement or schematic movement, is pro- 
duced by a complex sequence of associations. 

Much clearer is the mechanism of an eye-movement in which the 
eyes look in the direction of a seen object. For instance, an object sit- 
uated at the right excites the attention of the subject-person. This ob- 
ject is imaged on the left part of the retina of each eye, the stimulus car- 
ried backwards to the cortical center of vision in the left occipital area. 
From here, a motor impulse is elicited which runs downward to the 
eye muscles in such a manner that the eyes are turned to the right, ex- 
actly in the direction of the seen object. The entire process is similar 
to a simple reflex; there is a centripetal pathway, a transmission, and a 
centrifugal pathway. But this “reflex” occurs only if the object has at- 
tracted the attention of the subject. Many objects are seen peripheral- 
ly but the eyes do not turn towards them. Thus we see that a purely 
psychological factor, the attention, plays a deciding role in the course of 
an apparently somatic reflex. 

Attention itself depends on various factors. It is most frequently 
attracted by objects which either suddenly become visible, or change 
their color, or their illumination; in other words, a contrasting change 
attracts attention. Motion in itself is not enough; an object moving con- 
tinuously and uniformly does not show this effect. 

Another factor is the nature of the seen object. The attractive force 
of different objects varies. Studies of this matter were made in patients 
suffering from aphasia. An object was brought into the field of vision, 
and it was observed whether the patient would look at the object. With 
some patients, a cigaret was found to be very effective. The patients 
looked at the cigaret immediately (Kauders). However, this seemed 
to be the case only with smokers. Food articles or other common ar- 
ticles exerted only a moderate attraction. Strangely enough, money was 

















454 Symposium 











found to be non-attractive. When a coin was brought into the visual 
field, most of the patients did not react at all. Of course, this strange be- 
havior was observed in patients with aphasia and not in normal people. 
Surprisingly, the strongest attraction for the eyes of aphasic patients was 
effected by the human face. With such patients, who did not react to 
any other object, the physicians face, appearing somewhere at the peri- 
phery of their visual field, caused a magical attraction. This reaction 
was found so constantly that even a more or less exact test of the field 
of vision could be made by approaching the patient’s eyes from several 
directions. This could be accomplished particularly in cases where it 
was impossible to get a visual field by the usual methods. This surpris- 
ing behavior of aphasic patients is analogous to the behavior of infants. 
As my previous studies showed, the eyes of young infants are attracted 
by no object as much as by a human face. 

All these examples demonstrate that a purely psychological factor, 
attention, may decide whether or not a somatic “reflex” will occur. 

The same psychological phenomenon, attention, is also the main 
factor in the complex mechanism of the eye’s fixation on an object. One 
may look in the direction of an object, or one may fix one’s eyes on the 
object. These are two different matters. In “fixation” the tonus of all 
external eye muscles is increased, in order to hold the eyes more exactly 
in the proper direction. One can “fix” one’s eyes to a higher or lesser 
degree; that is to say, the tonus of the eye muscles can be increased to a 
higher or lesser degree. The amount by which the tonus of the muscles 
is increased depends directly on the strength of attention the subject is 
paying to the object. 

One may fix one’s eyes on a moving object, which happens to at- 
tract one’s attention; the eyes are able to keep their hold on the object 
and to follow it in a steady gliding movement, but, of course, only to a 
certain degree. This causes the following phenomenon. If one rides in 
a moving train and observes the eyes of a person looking through the 
window one will often see a characteristical to-and-fro movement of 
the eyes, the so-called nystagmus. The explanation of this pheno- 
menon is simple. The eyes look at an immovable object in the landscape, 
such as a tree, and deviate gradually in a direction which is opposite to 
that of the moving train. After a time, the eyes leave the object and 
with a quick jump move to another. The alternation between deviation 
and jump forms the picture of nystagmus. One may demonstrate these 
movements by means of a drum with vertical stripes, which is rotated in 
front of the subject-person. The eyes show a regular alternation be- 
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tween a movement following a stripe, and a returning movement by 
which the eye tries to follow another stripe. In this manner, a nystag- 
mus occurs. The more attention is given to a single stripe, the farther 
the eyes will follow it, and the greater will be the amplitude of the to- 
and-fro movement. This can be well demonstrated if, instead of simple 
stripes, a series of pictures is put on the rotating drum. In such a case, 
amplitude of the movement increases greatly. This and other observa- 
tions show that the amplitude of the eye movements is directly depend- 
ent on the factor of attention, even quantitatively. The latter fact offers 
us the strange opportunity of measuring the purely psychological phe- 
nomenon of attention by the size of eye-movements, measurable in de- 
grees or millimeters. 


B. Psyche and Involuntary Motility of the Eyes 


Another group of psychosomatic relations may be found in the 
mimic features of the eyes. Many psychic phenomena find their somatic 
expression in the features of the fact and especially of the eyes. One can 
read in the eyes sadness and joy, excitement and boredom, fear and sur- 
prise. The following remarks will be limited to a single phenomenon, 
the shine of the eyes, which varies to a high degree in accordance with 
different states of mind. 

How can the purely physical phenomenon of “shine” of the eyes 
be changed by psychic factors? What is the anatomical basis of such a 
change? 

In this connection, we must first examine the physical basis of shine. 
If an object has a smooth surface it reflects light so regularly that all in- 
coming light rays are thrown back directly in a more or less parallel 
fashion. Therefore certain defined areas appear illuminated, in contrast 
to the surrounding darker areas from which no rays fall into the observ- 
er’s eye. In this manner the light source is imaged in the eye. If the 
illuminated area is so well defined or, in other words, if it shows such 
sharp contours that the shape of the light source can be recognized, we 
speak of a mirror effect. The image of the object (source of light) is 
seen as if it were behind the mirroring surface. If the surface is less 
smooth, then the illuminated area is less well defined, shows less sharp 
contours. If the contours are so vague that the shape of the light source 
cannot be recognized any more, one perceives the illuminated area no 
longer as an object image but as a shine. In contrast to the mirror effect, 
the shine is seen situated in the plane of the surface and not behind it. 
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The shine may be brighter or duller. The smoother the reflecting 
surface the brighter the shine; the rougher the surface the duller the 
shine until finally no shine is seen at all. In accordance with the diminish- 
ing degree of smoothness of the reflecting surface, the phenomena can 
be arranged in the following order: 


1. If the surface is very smooth, the image of the light source is 
seen behind the surface. 





2. If the surface is slightly less smooth, the image of the light 
source is no longer recognizable, and the sensation of a bright shine in 
the plane of the surface is received. 


3. If the surface is still less smooth, only a dull shine is perceived. 


4. If the surface is rough, no shine is seen at all, since there is no 
longer a recognizable contour or a striking contrast between illuminat- 
ed area and dark surroundings. 


The intensity of shine is, therefore, directly dependent on the sharp- 
ness of the contours separating the illuminated and the dark areas and on 
the degree of the contrast between the illuminated area and the dark sur- 
rounding area. The intensity will be greater either when the illumination 
is stronger or if the contrasting surroundings are made darker. We can 
summarize the factors determining the intensity of shine of a surface as 
follows: 

The shine will be brighter if (a) the surface is smoother; (b) the 
absolute amount of illumination is greater; and (c) the surroundings, or 
the background, is darker. 

How can these three factors vary if they are considered in relation 





to the cornea? 


1. The smoothness of the cornea is increased when tears cover the 
cornea and fill out the least irregularities of its surface. Hence the “hu- 
mid shine” of crying eyes. 

2. The amount of light falling upon the cornea and reflected from 
it, may be increased in two ways: (a) If the palpebral fissure is widened, 
more light can reach the cornea. The palpebral fissure may be widened 
not only by the voluntary elevator of the upper lid, but also by two in- 
voluntary muscles: one of them lifts the upper lid; the other one de- 
presses the lower lid. Both of these muscles are supplied by the sympa- 
thetic nerve. When, therefore, any psychical excitement causes an in- 
creased sympathetic tonus, the palpebral fissure becomes wider, the cor- 
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nea is exposed to more light, and the shine of the cornea is increased. In 
contrast to this, psychic depression and diminished sympathetic tonus 
result in a narrower palpebral fissure, diminished light exposure, and 
diminished shine. (b) The cornea will also be more exposed to light, if 
the eyeball is protruded. There is a muscle behind the orbit whose con- 
traction causes a slight protrusion of the eyeball. This muscle is also sup- 
plied by the sympathetic nerve. Excitement and increased sympathetic 
tonus cause a slight protrusion of the eyeball and an increase in the shine 
of the cornea. 


3. The shine of the cornea will be stronger if the background is 
darker, thus increasing the contrast between illuminated corneal area 
and the background. The background is formed by the iris and the pu- 
pil. If the black pupil is wider, and, therefore, the relatively lighter iris 
is smaller, the sum of both, the background, becomes darker, causing a 
more distinct contrast. The dilator of the pupil, is again supplied by 
the sympathetic nerve. Excitement and increased sympathetic tonus 
produce a darker background for the reflecting area and a stronger con- 
trast, and therefore also a stronger shine. 

Summarizing we find that excitement increasing the sympathetic 
tonus has three effects: (a) widening of the palpebral fissure, (b) slight 
protrusion of the eyeball, and (c) widening of the pupil. All these 
phenomena have the same result, they increase the shine of the cornea; 
one by the darkening of the background, two, by the increase of the 
illumination. Thus the shine of the eye aside from the effect of tears is 
even quantitatively proportional to the tonus of the sympathetic nerve. 

Joyful excitement, as well as fear, will increase the shine of the eye 
because of the mentioned muscular effects. In the latter case, however, 
the effect is stronger and results in an immobile, wide palpebral fissure, 
this is the “rigid shine.” Sadness will cause diminished shine, dullness of 
the eyes, etc. 


(C) A Hysterical Disturbance of the Eye Motility 


The following case will illustrate a mechanism of hysterical dis- 
turbance in the motility of the eye. 

A patient came with the complaint that he could not open his eyes 
and was therefore not able to walk about. Examination of his eyes re- 
vealed no pathology except his inability to open them. On closer ques- 
tioning the patient related that he was working as an overseer in a slaugh- 
terhouse. Later he also admitted that, a short time ago, an embezzlement 
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of a large sum had been discovered in the slaughterhouse, involving more 
than one hundred people. He himself, of course, was “completely in- 
nocent.” He had not seen anything related to the embezzlement. The 
connections were quite clear. The patient did not want to see anything 
that happened. I told him that I believed he was innocent, but I asked 
him: “Is it not possible that you are keeping your eyes closed in order 
not to see any of the disagreeable going-ons?” The answer: “Doctor, 
you may be right.” He opened his eyes and went away with his eyes 
open. 

The surprisingly quick cure seemed only to be a cure. Several 
years later, I found the patient in a psychiatric ward, this time afflicted 
with other mental symptoms. 

Hysterical disturbances of the eye motility are especially numerous 
because hysterical phenomena often depend on a literal interpretation of 
figurative phrases of common usage. Many such phrases originally re- 
fer to functions of the eyes, such as the phrase of “closing one’s eyes to 
something,” “keeping one’s eyes open,” “looking up to somebody,” etc. 

The above examples demonstrate the variability of direct psychic 
influences on the voluntary motility of the eye, its involuntary motility, 
and the mechanism of a hysterical disturbance connected with the mo- 


tion of the eye. 





PSYCHOSOMATIC FACTORS IN EXOPHTHALMOS 
IsaporeE Grvner, M. D. 
New York, N. Y. 

Theoretically if one could conceive of exophthalmos being pro- 
duced within a matter of hours through emotional factors, one would be 
led back to the sympathetic system as the vehicle be it neurogenic or 
chemical in its stimulation. It is therefore logical to ask: can stimulation 
of the sympathetic produce exophthalmos? In anesthetized animals 
sympathetic stimulation may result in exophthalmos, particularly dogs 
and cats. Essex and Corwin found that in dogs certain anesthetics cause 
an enophthalmos, and the eye is then brought back to its normal position 
by sympathetic stimulation; however, the advance is not obtained by 
sympathetic stimulation after anesthetics which do not cause a prelim- 
inary enophthalmos. 

Faradic stimulation of the cervical sympathetic in the human under 
anesthesia on two heads by Muller and Wagner, immediately after exe- 
cution, produced a widening of the palpebral aperture but no exophthal- 
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mos. Reviewing cases that have been reported to the contrary has 
brought to light no case where actual measurements under carefully con- 
trolled methods can refute this. Too frequently has the supposed ex- 
ophthalmos been observed superficially or misinterpreted from a retrac- 
tion of the lids. In a case reported by Lowenstein of “Periodic sym- 
pathetic spasm and relaxation” during the irritative phase the pupil di- 
lated, the palpebral aperture widened and both lids participated as one 
would expect, but no exophthalmos was discerned with the Hertel Ex- 
ophthalmometer. 

Exophthalmos however is a frequent complication of hyperthyroid- 
ism. Cases where psychic trauma has caused centrogenic forms of 
Graves’ disease are very common. Masserman has said that “an emotion 
is a highly complex psycho-biological phenomenon in which not only 
the central nervous system but the entire body functions as a whole in 
its multiple adjustments to its milieu.” 

The following case is a typical one to show the point in discussion: 
T. W. age 42, has an only son who is a navigator in the air force. He 
was stationed near home and came in every week-end. While home on 
furlough, he received word that he was to be transferred down south 
where, of course, he could not come home as usual. He was led to be- 
lieve that he would be going across shortly. The last day of the fur- 
lough found the worrisome mother with swollen upper eyelids. This 
was in the end of January, 1944. I first saw her on February 8, 1944. 
With the exophthalmometer at 105, her measurements were 20, mm. 
O. U. She had early signs of hyperthyroidism. One month later the 
measurements were 2214 O. U. at the same base line and on March 21, 
234 in O. D. and 23 in O. S._ Her basal metabolism was +45. 

At what point is the mechanism set out of gear to produce this train 
of findings? Pochin, whose views have been accepted by Means, feels 
that the eye signs are not due to sympathetic stimulation. If the latter is 
stimulated both upper and lower lids are retracted. In those cases where 
scleral exposure shows below it is only due to an associated exophthal- 
mos mechanically pushing the lid down. 

Brunton has been able to prove that exophthalmos in dogs, which is 
induced by acetylcholine injections, is due to dilation of the orbital ves- 
sels behind the globe. The absence of dilated pupils in hyperthyroidism 
and the above observations make one wonder what part the para-sym- 
pathetic plays in the eye signs of hyperthyroidism. Pupillographic trac- 
ings done by Dr. Lowenstein on 15 patients of mine show constantly a 
characteristic pattern—namely a redilation block which at this time is 
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interpreted as a central sympathetic disorder. Interesting is the fact that 
in a case of hyperthyroidism with no eye signs—a marked redilation block 
was present. In addition a parasympathetic involvement is suggested 
by the tiring of the contraction to light and a slowing and inextensive- 
ness of the contraction. So constant are these findings that I have used 
this test as a diagnostic point in unilateral exophthalmos. If the above is 
present we are dealing with hyperthyroidism and if absent further search 
for pathology of a local nature in the orbit is suggested. 


Marine has postulated the hypothalamus as the factor influencing 
the anterior pituitary which by way of its thyrotropic hormones pro- 
duces the exophthalmos when not sufficiently counter-balanced by thy- 
roid secretion. Long has shown that the hypothalamus contains centers 
which if stimulated, causes a liberation of epinephrine and other mani- 
festations of sympathetic activity. Cushing believed that in the hypo- 
thalamus lies “the main-spring of primitive existence, vegetative, emo- 
tional and reproductive in which, with more or less success, man has 
come to superimpose a cortex of inhibitions.” The existence of cor- 
tico-hypothalamic and thalamico-hypophyseal fiber tracts may even- 
tually explain how mental disturbances can effect the anterior pituitary 
functions. 


The hypothalamus is one of a series of stations concerned with the 
emotions principally and with intellect and personality incidentally. It 
functions are correlated with the cortex, thalamus and probably lower 
areas as well. It seems that when released from cortical control or from 
conscious or subconscious inhibitions, it is capable of giving rise to prim- 
itive emotional reactions. 


It is only fair to present Cobb’s viewpoint which is opposed. He 
believes the hypothalamus is a motor-way station where emotional ex- 
pression is integrated into behavior patterns on its way to the muscles 
and glands. Feeling, which he calls the essence of emotion, he believes 
must take place elsewhere. 


In conclusion, the psychosomatic relations of exophthalmos seem 
to be induced only through the mechanism of hyperthyroidism and do 
not appear spontaneously with fright, fear or other emotions. Having 
said this, however, we have left the field open for much more research, 
as the method by which the exophthalmos is produced through hyper- 
thyroidism, leaves more unanswered details than answered ones. That 
the syndrome of exophthalmic goitre can be precipitated by emotional 
crisis is no longer debatable. 
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PSYCHOSOMATIC FACTORS IN THE CONTROL 
OF PUPILLARY MOVEMENTS 


KENNETH Ganga, M. D. 
New York, N. Y. 


It is well known even by laymen that emotion causes pupillary 
changes. It was only forty years ago, however, that Bumke™ accur- 
ately described the phenomenon of sustained dilatation in the presence 
of anxiety. Such a pupillary condition can be brought about by almost 
any strong emotion, pleasant or unpleasant, but is most characteristic 
of anxiety or fear. Not only is the pupil dilated, however, but light 
reflexes are markedly diminished. The pupil remains rigidly in dilata- 
tion, reacting either very slightly or not at all. 

In 1907, Wesphal’ described a phenomenon among schizophrenics, 
especially catatonics, generally known as “transitory catatonic pupil- 
lary immobility.” The pupils in these cases are typically more dilated 
than in normal individuals, and may be unequal or irregular in shape. 
The light reactions as well as the reactions to near and far vision are ab- 
sent, as will be seen later. 

The cilio-spinal reflex of Budge, better called the psycho-sensory 
dilation phenomenon by Lowenstein,‘*’ is a phenomenon we are all fa- 
miliar with, demonstrating that emotional factors can actively produce 
a change in pupillary size. Any non-visual sensory stimuli will produce 
active dilation of the pupil. The dilation is more pronounced if the 
stimulus has psychic factors associated with it, that is if it causes fear or 
anxiety. In normal individuals, the reaction is short lived, but can be 
shown to coincide not with the duration of the stimulus but with the 
duration of the emotional state produced by that stimulus. Although the 
noise used as stimulus lasts only for a fraction of a second, the pupil re- 
mains dilated until the person is again at ease. 

Most interesting of all these relationships, perhaps, are the effects 
of the psychic state on such a basically organic function as the reflex to 
light. The reflex is a result of the combined actions of the sympathetic 
and parasympathetic nervous systems. We know that emotional fac- 
tors effect, and are in fact mediated by these systems. Logically, then, 
psychically induced changes in the dynamic equilibrium should bring 
about changes in the light reflex. The nature of these changes was shown 
in 1927 by Lowenstein“) to depend on the time relationship between the 
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emotional state and the light stimulus. Just as blood sugar level does not 
return directly to normal after insulin hypoglycemia, but is brought by 
homeostatic mechanisms to a mild hyperglycemia, so a relative prepon- 
derance of sympathetic activity in emotion is apparently followed by 
relative parasympathetic predominance after the emotion ends. If a 
startling stimulus, for example a cap-pistol shot, is given immediately be- 
fore a light stimulus, so called psychic inhibition will take place. The 
reflex may even be completely inhibited in all of its phases, giving the 
state of sustained dilatation mentioned before. 

When a short interval of time elapses between the sound stimulus 
and the light stimulus, and, in normal persons, the period of active emo- 
tion is replaced by parasympathetic overactivity, the reflex to light will 
be found to be reinforced instead of inhibited. It will be prompter, 
more rapid ,and more extensive than normally. 

This phenomenon is exaggerated in the manic state of the manic-de- 
pressive psychotics, perhaps indicative of the fleeting and superficial na- 
ture of the emotions of the manic. 

All of these phenomena may be observed in normal individuals, 
showing, however, a certain variability. They are well developed in 
some individuals, and poorly developed in others. 

I have already mentioned Westphal’s “transitory catatonic pupil- 
lary immobility,” later called by him “spasmus mobilis.” He described 
the pupils of the catatonic, which at one time are immobile to light and 
near vision, while at the next moment they respond promptly, only to 
return to their sluggish state a moment later. 

In 1920, Lowenstein’? was able to prove that this phenomenon 
could be experimentally produced at will when by suggestion a state of 
fear or anxiety was created in the patient. While in normal people, pu- 
pillary immobility can be elicited in only exceptional cases, and even 
so, only when extreme degree of anxiety are present, Lowenstein and 
Westphal'® showed in 1933 that it is very easy to produce it in schizo- 
phrenics. It was sufficiently constant as to serve as a differential diagnos- 
tic aid, a bedside psychosomatic experiment to distinguish between a ca- 
tatonic stupor and a depressive or other stupor. They showed that this 
is possibly due to peculiarities in the course of emotions in schizophrenia, 
in which spontaneity and lability are decreased, while emotional sug- 
gestibility is increased. 

Momentary alterations in sympathetic and parasympathetic pre- 
dominance can be demonstrated in people with hysterical personalities, 
in whom some autonomic imbalance might well be expected. Changes 
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in autonomic activity are manifested by changes in rate and extent of pu- 
pillary reaction, and hence by change in the slope of a pupillographic 
curve. Apparently such oscillations can take place several times within 
the course of a single light reflex. We can demonstrate pupillographi- 
cally by the “cog-wheel reaction type,” in which the rate of constric- 
tion and dilation does change from fast to slow and back again several 
times within a single reflex, leading to this stepwise appearance. Such 
cog-wheel types are almost invariably found in patients with hysterical 
tendencies. 

Recently some light was thrown on the mechanisms involved in all 
of these phenomena by Lowenstein and Levine, by their quantitative 
demonstration of the necessity of optimal balance of autonomic inner- 
vation. They demonstrated that a definite amount of sympathetic ac- 
tivity was necessary to have an effective light reflex, although constric- 
tion is ordinarily considered to be a purely parasympathetic function. 
If, however, sympathetic activity be increased above that optimal level, 
the light reflex will again be depressed. Similarly in the cases we have 
mentioned, both parts of the autonomic system are constantly involved, 
sharing the control of each function. Their relative activities are modi- 
fied, however, by emotion, and the effects of their new balance are man- 
ifested by the pupils as we have seen. We do not mean to imply that 
these are pupillary phenomena only. They apply just as much to the la- 
crimal glands, sweat glands, cardio-vascular, and gastro-intestinal acti- 
vities. We simply use the pupil as an indicator, or, as Schiff called it, 
a fine “esthesiometer.” 

It is important to accept these concepts in explaining, for example, 
the schizophrenic reaction patterns. Despite many suggestive findings 
there is no conclusive evidence that there is an anatomic lesion present 
in schizophrenia. Since most neuro-psychiatrists agree that an anatomi- 
cally intact organ can, nevertheless, be physiologically deranged, we can 
explain most of the schizophrenic phenomena without necessarily postu- 
lating a lesion. 

For lack of time, I must limit this discussion to only a very small 
number of phenomena out of the vast number that could be mentioned. 
As a final psychosomatic pupillary relation, therefore, I shall describe 
what is called the “psychosensory restitution phenomenon,” described 
by Lowenstein. After often repeated light stimuli, the light reflex be- 
comes fatigued and gradually dies out. It decreases in extent, appears 
after a longer latency period, and is of a slower rate. Eventually, the pu- 
pil might not react at all. By what is apparently a cerebro-hypothala- 
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Figure 3 
Westphal’s transitory catatonic pupillary immobility (spasmus mobilis), (pupillographic 
recordings), 
Case of schizophrenia, a woman, 36 years of age. Seven reactions to light registered un- 
der different conditions; sometimes the reaction to light was well-developed, sometimes 
it was absent. 
(Reproduced from “Experimental and Clinical Studies on Pupillary Movements, Par- 
ticularly in Relation to Schizophrenia,” Berlin, 1933, by O. Lowenstein and A. West- 
phal, Page 89, Figure 51). 
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mic reflex, the extent and rate of reaction can be restored. Emotion, 
produced by non-visual sensory stimuli or suggestion, will restore auto- 
nomic activity to normal levels. When autonomic balance has returned 
to optimal status, a restitution of the reaction is brought about. This 
can be done repeatedly, restoring the reaction to normal as often as it is 
fatigued, until eventually even the restitution reflex is exhausted. At 
such times, experimental animals will usually fall asleep. 


This reflex has interesting clinical applications also. If a pupil shows 
an Argyll-Robertson phenomenon, for example, we cannot say for cer- 
tain whether there has been much central nervous system parenchymal 
destruction. If pupillary reaction can be transitorily improved by psy- 
chosensory restitution, we can postulate much tissue viability, and 
probably expect a better prognosis if satisfactorily treated. 


This same phenomenon has been demonstrated by Lowenstein as ap- 
plying to several other reflexes,‘* supplying rather convincing evidence 
for the contention that our vital bodily reflexes, such as the cardio-vas- 
cular reflexes, are fatiguable, but can be restored by psychic stimulation 
when they are exhausted. Internally or externally initiated psychic 
stimuli can return fatigued voluntary and involuntary activities to a 
more efficient level, even when the disorder is organically based, as the 
Argyll-Robertson pupil, so long as the hypothalamic-cerebral pathways 
and the effector organs are intact. The proof of such a phenomenon, 
which applies to all organs supplied by the autonomic nervous system, 
that is, the entire body, is ample justification of the potentialities of psy- 
chotherapy. Since it is demonstrated that many phenomena considered 
clearly involuntary can be modified by psychic influences, and that dis- 
ordered function can be returned to normal by psychological means, it 
is clear that psychosomatic medicine has a firm basis to build upon, and 
may well be ultimately of great value. 
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“PSYCHOSOMATIC RELATIONS IN THE FUNCTION 
OF THE LACRYMAL GLANDS 


Henriette Lorewensere, M. D. 
New York, N. Y. 


Physiological considerations regarding lacrymal function lead us to 
distinguish a reflectory stimulation of the lacrymal glands (which we 
want to call tearing). It is meant for the normal irrigation of the orbits 
and nasal passages or may be observed after mechanic and chemical ir- 
ritation or following exposure of the retina to rays (ultraviolet, infra- 
red, etc.) or to intense light. In this category also belong reflex stimuli- 
from vomiting, sneezing, coughing, etc. 

Quite different functional considerations concern the shedding of 
tears as the result of emotional expression (which we call weeping), 
such as we observe in the relief from nervous tension, sudden loss, self- 
pity and sympathy, dramatic and joyful impulses. 

While some anthropoid apes are said to laugh, the various authors 
on the subject (Lund, Ruskin, Darwin) emphasize on their observation 
that animals lack the faculty of shedding tears as emotional expression. 
Darwin, though, remarks that elephants are said to shed tears, and this 
phenomenon has also been observed in the bear and certain strains of 
rats and monkeys, however, nothing is known as to whether this phen- 
omenon reaches beyond the reflectory level or not. The so-called “Croc- 
odile tears” have been classified as an equivalent to Bing’s gustatory la- 
crymal reflex, since Russin observed paroxysmal lacrymation during eat- 
ing in a case of facial paralysis and since Ford and Woodhall observed 
the same phenomenon in experimentally misdirected regenerating gus- 
tatory fibres. 

Lund and Ruskin emphasize also that human beings acquire the fac- 
ulty to weep several weeks after birth. 

Because relatively few individuals ever obtain full voluntary con- 
trol over lacrymary functions, it has been strongly suspected that espec- 
ially the suppression of weeping is being gradually and more or less in- 
voluntarily acquired by environmental conditions and emotional har- 
dening. In this respect it is interesting to quote Lund’s contention that 
weeping normally has an alleviating and fundamentally pleasant note 
and that adults seemingly experience considerable satisfaction when 
tears relieve nervous tension. He also considers self-pity as being essen- 
tial toward this aim. 
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Lund also emphasizes on observations made on psychotics in pre- 
tending that psychopaths in a state of deep depression do not weep, that 
gratifying alleviation through the shedding of tears requires a mixed 
emotional state with pleasant desires and some euphoria present. 

There is no question that the salivatory nuclei in the medulla can- 
not be considered as being the effectory centers for a psychogenic stim- 
ulation of the lacrymal glands. Indeed, clinical and experimental ob- 
servations of the past 10 years drew the attention to the hypothalamus, 
which is considered now as a center for the coordinatory control of au- 
tonomic peripheral mechanisms, and which Foster Kennedy called “the 
pacemaker of metabolic and emotional rhythm.” 

In 1932 Harvey Cushing described the so-called “parasympathetic 
attacks,” characterized by perspiration, vasodilatation, fall of tempera- 
ture, salivation and lacrymation, immediately following injection of pi- 
tuitrin, pilocarpin or acetylcholin into the lateral ventricle, the reaction 
being promptly suppressed by atropin and adrenalin. Since there were 
no drug responses of this nature in the presence of hypothalamic and tu- 
beral lesions, he considerd these areas as the site of parasympathetic rep- 
resentation. 

In this connection Pennfield’s case of “diencephalic autonomic epi- 
lepsy” may be remembered, which evidenced clinically attacks of slowed 
respiration, sudation, mydriasis, protrusio bulbi, salivation and lacry- 
mation, and as the origin of which a tumor of the 3rd ventricle, exerting 
pressure on adjacent hypothalamus centers, was held responsible. Bard’s, 
Cannon’s, Ranson’s, Gellhorn’s, Foerster’s and Finesinger’s experimental 
and clinical observation supplement these examples. Though Bard’s and 
Pennfield’s studies appear to point to the lateral and posterior hypothala- 
mic area as being responsible for various emotional expressions and dis- 
orders, no precise localization within the hypothalamic nuclei could be 
demonstrated by either experiment or necropsy. 

Interesting in this respect have been Masserman’s electro-physio- 
logical experiments, from which he drew the conclusion that the hy- 
pothalamus is not a “center” of emotions, but a “motor way station, 
where emotional expression is integrated into behavior patterns.” The 
transformation of sensory stimuli and feeling into awareness and sub- 
conscious or conscious emotional expression ought to take place in thal- 
amic and cortical areas. 

Indeed, Spiegal, Bechterew and Mislawski, among others, have pre- 
viously drawn attention to Brodmann’s area 8 of the frontal cortex, 
where close topographic relations for eye movements (motor) pupillary 
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dilation (sympathetic) and lacrymation (parasympathetic) were ob- 
served. These results are well in accord with Ranson’s, Fulton’s, Alpers’ 
and other’s contention that primitive emotional reactions may arise in the 
hypothalamus when released from inhibitory cortical control. 
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DISCUSSION 


Percy Fridenberg, M. D.: The marked reciprocal relation between 
psychical upsets and eye disease is not a mere coincidence. The eye is a 
source of emotional as well as of intellectual data; and vision is our warn- 
ing and guarding sense par excellence, under the stimulus of these emo- 
tions both for defense and offense. Like the tactile organs which it has 
evolved, the eye is very sensitive. Blunt injuries, like crushing traumata 
of the fingers, cause more profound shocks that injury of even large vis- 
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cera. All acute affections of the eye, especially injuries, present features 
which are well known as etiological factors in emotional upset. These 
are: pain, loss of vision, disfigurement, and perhaps even more practical- 
ly significant, continued fear of sinister consequences and their grave 
influence on personality, earning capacity, and social as well as economic 
independence. A reciprocal relation becomes evident in the effect of 
emotional upset, sometimes, difficult to explain or to trace to its ultimate 
‘source, on the course of ocular disease, its response to treatment and, ul- 
timately, its significance in prognosis. It is well known that marked emo- 
tional excitement may immediately precede an acute attack of glauco- 
ma, as it has been known to usher in a typical manifestation of exoph- 
thalmic goitre. In the former affection, provocative tests, the marked 
changes of intraocular tension under the influence of largely psycho-mo- 
tor stimuli such as darkness, fatigue, hunger, worry, anger and the like, 
all point toward the important, or possibly decisive, influence of an al- 
most complete disequilibration of psychical and biological defense mech- 
anisms, which we sum up so inadequately as emotional stress. The prac- 
tical application of these data is not far to seek; it may consist of the neu- 
tralization of adverse psycho-emotional factors, financial, domestic, or 
other. It is also indicated in the wise effort to insure as far as possible 
a favorable or at least peaceful psycho-somatic milieu, individually and 
socially speaking. 

As a digression from the technical papers a little excursion may be 
permitted into one of the borderlands of ophthalmology; viz, the eye as 
the organ of emotional expression. It is, in fact, less the eye than the 
glance, i. e., the directional fixation and its physiognomic effect on the 
picture offered by the ensemble of eye-ball, lids, and lid-fissure contour. 
Fixation is not only a matter of looking, i. e., purely ocular, but is shared 
by position and motion of head, body, and even, lower extremities. The 
representation of the eye in art shows that this was well understood by 
great painters of all schools. The interpretation of the gaze gesture has 
become a sort of conditioned reflex on the part of the observer. 


Michel M. Miller, M. D.: We should be greatly indebted to Dr. 
Otto Lowenstein for arranging this splendid symposium, and it should 
be emphasized that his pioneer investigations into ophthalmic brain re- 
flex mechanisms by means of the pupillographic method hold promise of 
bringing a number of interesting facts to light in a field which has hith- 
erto been a challenge to neurological investigation. 

That pupillary alterations closely correlate with cerebral function- 
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al changes can be observed from the pharmacological evidence accumu- 
lated. Such drugs as adrenalin, benzedrine, atropine and cocaine, for 
instance, have marked pupillary dilating action, and markedly stimulate 
cerebral activity. While sedative drugs such as morphine, choral hy- 
drate have pupillary constrictive action and act to depress cerebral ac- 
tivity. 

Thus the question is presented, can we gain new insight into ques- 
tions pertaining to cerebral activity by careful and scientific recording 
of pupillary alterations. 

In our studies of the physiology of sleep, we are familiar with such 
ocular changes—such as pupillar contraction, upward and outward de- 
viation of the eyeball (Bell’s phenomena), closure of the eyelids, close- 
ly correlated and integrated changes of central origin and accompany- 
ing the depression of consciousness and cerebral activity. An interest- 
ing question is raised here. The aforementioned changes appear to rep- 
resent a biological adaptation in which an attempt is made to block the 
action of light upon the retina and thus to prevent these light stimuli 
from acting upon cerebral centers. The additional question might be 
considered: Do pupillary dilating drugs such as the aforementioned not 


only have a central effect, but a secondary stimulative action in that the 
widened pupil increases the effect of light stimulation and thus in turn 
increases cerebral reactivity, and the state of awareness? Of further in- 
terest is the fact that physiologically, emotional factors, such as fear and 
anxiety, result in pupillary dilation, thus acting in correlation with bi- 
ological defensive mechanisms intended to ward off danger. 


Frederic Wertham, M. D.: The intimate relationship between the 
eye and brain, vision and mind, seeing and thinking, should lead to close 
collaboration between ophthalmologists and psychopathologists. The 
word “idea,” from which also, incidentally, the word “idealism” derives, 
comes from “eidos,” which means “image.” We speak of a “view” and 
mean thereby the way we see something as well as that which we see. 
I might remind you also of the theological argument about whether the 
Greek word “ophte” means “he was seen” or “he appeared.” Linguis- 
tically it can mean both. 

The eye is a part of the brain and study of the nerve cells of the 
retina has given interesting data about the histopathology of the central 
nervous system. 

I agree with Dr. Hartman that hysterical visual disturbances are rel- 
atively rare. But in obsessive-compulsive neuroses eye symptoms are 
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frequent. I am treating a patient now who has a compulsion to look at 
doorknobs. There is an interesting relationship between such compul- 
sive phenomena and organic eye symptoms in encephalitis. 


With regard to the psychology and psychopathology of vision, one 
must not forget the important differences between visual and auditory 
hallucinations and the differences in the mental state in blindness and 


deafness. 


Eidetic phenomena belong to the domain of psychology but have 
an interesting relationship to after-images. (The drug Mescaline pro- 
duces interesting visual hallucinations, which one of my patients painted 
in colors.) 


We must think that there was a sharp distinction between changes 
in the visual fields due to organic factors and those of psychogenic or- 
igin. Research has shown that matters are not as simple as was assumed. 


I would like to remind you with regard to the higher integrations 
of vision, that the term “agnosia” comes from Freud. The psychic fac- 
tor in vision consists in that which one sees, in the wish to see, and in 
the wish not to see. 


Cases of self-blinding show the close relationship between vision 
and sex. Oedipus blinded himself. Wotan sacrificed one eye to become 
omniscient. He is depicted with a lock over his eye on the Wagnerian 
stage. One of my patients, a sculptor who later committed a triple mur- 
der, made an attempt to emasculate himself. His delusional ambiticn 
was that he wanted to prefect himself in “visualization.” What one sees 
—that is the psychiatric part of the psychosomatic study of vision. 


Only by such exact methods as we have heard described or men- 
tioned in the papers of the symposium, coupled with careful clinical psy- 
chopathological studies, can the psychosomatic study of vision be ad- 
vanced. A good deal of psychosomatic medicine, as Dr. Schoenberg 
stated, is not entirely reliable. The British soldiers in the last war used 
to say: “If we had some ham, we could have ham and egg—if we had 
some eggs.” In the same way, one can say of a part of recent psychoso- 
matic medicine: “If some recent authors on psychosomatic medcine 
knew a little more about the somatic part, their findings would be more 
valid—if they knew a little more about the psychic part.” 


Tonight two lines of “vision” met. I hope this will lead to further 
collaboration in both research and practice. 
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Emil A. Gutheil, M. D.: I should like to say a few words on the sub- 
ject of vision in dreams. People who are born blind, are inclined to sub- 
stitute in their dreams the sense of vision by other sensory perceptions, 
particularly those of the tactile sphere. In those who acquired their 
blindness in the course of their life, wish fulfillment ideas are likely to 
dominate their dreams. Patients then see in their dreams every-day ob- 
jects in extremely bright and vivid colors and they are inclined to en- 
dow trivial events of their dreams with great visual beauty. 

The close connection between vision and sex mentioned before, can 
be noted not only in the symbolism of the dream and the folklore, but al- 
so in the well-known neurotic and psychotic reactions following oper- 
ations and traumatic accidents on the eye. The eye has a high libidinal 
value, which according to analytical findings, comes close to that of the 
reproductive organs. Loss of the eye may give rise to depressive reac- 
tions and an outspoken taedium vitae. 

I should like to add a few more pathological conditions to the num- 
ber of disturbances of vision and of muscular coordination mentioned 
by previous speakers. For instance, psychogenic asthenopia and strabis- 
mus, are both due to a neurotic fatiguability of the muscular apparatus of 
the eye. Fatigue in these cases is the result of latent strain; and strain is 
a by-product of repression. We may also mention here the frequent 
phenomenon of photophobia with accompanying tics and blepharospas- 
mus or as a symptom of an anxiety hysteria or compulsion neurosis, 
where light symbolizes divine (paternal) omniscience and the phobia 
expresses the patient’s feeling of guilt. 

Human vision is partial, and determined to a high degree by the un- 
dercurrent of affects. It is the affect that creates interests, and interests 
form the basis of attention. The patient’s visual field may thus become 
the symbolic image of his world outlook, on which objects vested with 
unacceptable affect are blotted out, are seen indistinctly, or seen “at an 
angle.” The whole visual field may appear contracted and reduced, in 
conformity with the restrictions of the patient’s world outlook. Hyster- 
ics have a great proclivity towards identifying intra-psychic situations 
with those of the outer world, and towards projecting their emotions to 
the outer world. According to Federn, their ego cathexes are relatively 
labile and can be easiy shifted and extrojected. Thus changed emotion- 
al attitudes may be experienced by the patient as changes in the percep- 
tion of the outer world. Macropia, micropia, depersonalization and 
déja vue may result from a revival of child perspectives in the patient’s 
vision. 
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Color blindness can also be occasionally observed in hysterias; its 
psychology resembles that of functional amaurosis. 


One of my patients developed a functional amaurosis after she suc- 
ceeded in suppressing the compulsion of staring at the man’s genital re- 
gion. The compulsion persisted for several years and caused the very 
pious patient to suffer strong feelings of guilt. She used the power of 
her religion to subdue her “sinful” compulsion with the result that she 
not only eliminated from her mind the image of the male genital but she 
also blotted out the image of the whole world; she became functionally 


blind. 
SUMMARY 


Dr. Miller’s question raises a great number of interesting problems. 
It seems to me that pupillary symptoms are the expression and not the 
cause of central nervous processes. It is true that light stimulation is in- 
creased, i. e. a greater quantity of lights hits the retina in the state of my- 
driasis as compared to the state of miosis; and since a greater number of 
nervous fibres are stimulated the contraction to light becomes more in- 
tensive. This is not true of a condition of mydriasis as long as the pupil 
under the influence of emotions, is still actively dilating. Emotions, as 
long as they are active, diminish rather than increase the reaction to light; 
under extreme conditions, i. e. when a strong emotion is present, the di- 
lated pupil becomes inactive both to light and near vision, f. i. the gen- 
erally known immobile anxiety pupil, as described by Bumke, or, under 
pathological conditions, the extremely dilated, absolutely immobile pu- 
pil of catatonic patients, as described by A. Westphal. Therefore, the 
biological importance, of the dilation of the pupil can not be seen in an 
improvement of the reflex activity, since such improvement does not 
exist. The dilation of the pupil by drugs, either atropine or cocaine, 
does not facilitate the light reflex, but diminishes or even suppresses it. 


On the other hand it could be shown that the psychosensory resti- 
tution phenomenon persists, when the cilio-spinal dilation of the pupil is 
absent, f. i. when the sympathetic is cut either pre- or postganglionically. 
In those cases the psycho-sensory restitution is exclusively performed by 
central disinhibition of the parasympathetic and independent of the be- 
haviour of the iris. Therefore, the pupillary behaviour is not the cause, 
but rather the expression of the stimulation of the center. It seems to me 
that the same is true of such stimulation that are performed by drugs. 
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We have seen here that vision, perhaps more than any other func- 
tion of our body, may be the subject of various psychogenic modifica- 
tions. They generally are concerned with defects; but from a theoreti- 
cal point of view it is very interesting to mention that a disease of the 
brain exists where an organic amaurosis appears to be compensated for 
by psychogenic mechanisms: the so-called Anton’s symptom. Patients 
who suffer from this symptom, are organically blind, but they are unable 
to become aware of their blindness. They believe to see and pretend to 
see objects of which people around them are speaking. When they are 
asked how many fingers are placed before their eye, they immediately 
reply by any number although there are no fingers at all; or they read a 
text supposedly shown to them which never was exposed. According 
to Kleist, these disturbances are characteristic of bilateral destruction of 
the gyrus cinguli or the fibres leading into it which is considered to be 
an organ for the perception of the body. Patients of this type therefore 
deny their blindness of which they can not become conscious; they act 
as though their defect did not exist. 
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NEUROSIS AND NEUROTIC SYNDROME 


AtFrep Scuick, M. D. 
New York, N. Y. 


Observation and experience offer conclusive evidence that all path- 
ological processes have their reflection in the emotional sphere, or have 
in their etiology some emotional components, great or small. Research 
conducted in this direction includes a large, albeit loose, aggregation of 
facts, old and new, which recently have been termed psychosomatic 
medicine. Psychosomatic medicine is as old as medicine itself. Of re- 
cent origin, however, is the shift of interest in psychosomatics from the 
periphery of medicine to its center. Psychosomatic medicine has the 
task of uncovering the specific relations between physical and psychic 
factors in any disease. With regard to the psychic factors, some physi- 
cians are not inclined to accept modern medical psychology originated 
by the investigations of Sigmund Freud. This adverse attitude is ex- 
plained as a resistance to Freud’s concept that human behavior is deter- 
mined by forces of which man is not conscious. The fact that these 
forces have a relation to sex may well make the theory less acceptable. 
The difficulties increase still more when we consider the nature of psy- 
chic processes. Medical thinking has been trained in the materialistic 
approach to medical problems, but so far we do not know exactly what 
primary anatomical changes take place in the organism as a result of 
emotional disorders, and we have no method to determine the psychic 
effect objectively. Perhaps some day psychic processes affecting or- 
gans will be explained as biochemical or radiation activities. At present 
we must content ourselves with some insight into the psychic dynamic 
events regulating the patient’s behavior throughout his life. Then we 
may correlate some of the patterns thus obtained with the patient’s dis- 
ease. 


Although emotions cannot be examined under a microscope, they 
are powerful realities. Disturbances in the emotional sphere may result 
in a disease called neurosis. The latter, in the strict sense of the word, 
has a well characterized clinical picture in the expression of endopsychic 
conflicts of which the patient may not be aware. In many instances 
neurotic tendencies remain latent for a long time. However, under con- 
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ditions of stress and strain, when life exerts undue pressure on the indi- 
vidual, these latent neurotic trends may become manifest. A neurosis 
affects individuals who are conditioned for it by heredity and whose 
experiences in early life are charged with emotions which are denied an 
outlet. As is well known, such thwarted emotions keep on striving to- 
wards gratification; in the course of time they develop in the individual 
an inner tension which under certain circumstances may be transformed 
into neurotic symptoms. Functional disorders in various organs may 
appear. The psychosomatic relation between the functional and emo- 
tional disturbances has been explained by Sigmund Freud in the neur- 
osis called conversion hysteria. He described the mechanism of the con- 
version of ‘libido” (emotional energy) by wav of the motor and sen- 
sory nervous system, and made clear the meaning of symptoms created 
by this conversion. The symptoms serve the patient as a suitable out- 
let for and protection against his repressed emotional drives. On closer 
scrutiny we find that the neurotic symptom points in a disguised and 
symbolic form in the direction of the repressed motives of the entire 
neurosis. The symptom represents a focal point of the forces which 
make for the polymorphous structure of the illness. 

But emotional tension has other ways of affecting organic struc- 
tures. In considering psychic events we must think in terms of energy. 
Emotions represent one from of vital energy active within the organism. 
The hunger of all cells appears to be localized in the stomach, or the 
sexual functions of the whole organism in the sex organs. Likewise, 
emotional energy derived from all the cells of the body seems to be con- 
centrated in the nervous system. Emotions, as functional energy, are 
said to have their center in the hypothalamus. The diencephalon of 
which the hypothalamus is a part is believed to relay impulses from the 
cortex to the autonomous nervous system. Thus emotional tensions can 
be conducted to all parts of the body, whereby the autonomous nervous 
system acts as an intermediary. The latter also regulates the activity of 
all glands of internal secretion and is in turn controlled by the products 
of these glands which influence human behavior. 

‘The psychic manifestations of hyper-function or hypo-function of 
the thyroid, the gonads, the pancreatic islands and the pituitary are too 
well known to be discussed here. The same applies to the experiments 
and observations conducted by Pavlov, Mittelmann and Wolff, Heilig 
and Hoff, Schur and Medvey, and many others, experiments which help- 
ed establish the fact that functional changes in individual organs may be 
the result of specific emotional influences. There are good grounds for 
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the belief that the process does not end here. But the final proof is still 
to be demonstrated. That an impaired function may have an effect on 
the structural condition of an organ, is seen in cardiovascular pathology. 
J. Tandler’s statement that “form depends on function” applies here 
without reservation. In 1930, L. Alkan called attention to the possibility 
that psychic factors may influence the tonus, circulation and secretion of 
organs, the interchange of blood and body fluids, causing anemia and 
stasis, which in turn may give rise to organic lesions. The final stage of 
development may become irreversible and result in irreparable injury. 
And when functional disorders exist, damage by any additional agent, 
infectious material, etc., may be facilitated and accelerated. Theoretical- 
ly, no objection can be raised against the assumption that long continued 
emotional tension in a neurosis may lead not only to functional but to 
structural changes. The latter may be effected by means of the auto- 
nomous nervous system giving rise to various physiological processes. 
Here the structural pathology cannot be considered a symbolic mani- 
festation of the neurosis. 

Clinical observations indicate that in predisposed individuals, the 
impact of acute emotion resulting from external causes may affect the 
autonomous nervous system with subsequent physiological changes. ‘As 
an example, we refer to the recent report of transitory psychic albumi- 
nuria in healthy individuals under acute emotional stress.* The pace and 
mode of living may affect the emotional tensions of an individual both 
quantitatively and quelitatively. The reactions to and capacity for ad- 
justment to such emotional tensions vary with the inherent differences in 
each personality, these ‘differences being rooted in constitution and in 
early environment. External limitations, rather than repression of intra- 
psychic conflicts, may prevent adequate release of emotional tension. 
In conditions of psychic shock, emotional reactions may become mani- 
fest which resemble those of neurosis. Anxiety, restlessness, fatigue, ir- 
ritability, instability, insomnia, pain, slight depression, and a great num- 
ber of other symptoms may be observed. Responses mentioned here 
may be elicited experimentally, even in animals. Ledell, James and An- 
derson demonstrated it in sheep, Masserman in cats. It cannot, however, 
be claimed that a sheep or a cat becomes neurotic because of repressed 
conflicts between its super-ego and its id. It is therefore the writer’s 
opinion that these nervous responses should rather be termed “neurotic 
syndrome.” A neurotic syndrome is a product of emotional tension 


* H. H. Ahronheim, “Emotional Albuminuria,” Modern Medicine, September 1944. 
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which may be brought about by external influences and constitutional 
factors. From the standpoint of “the anatomy of personality” (Freud) 
a neurotic syndrome must be classified as a typical ego reaction. 


In the light of the foregoing let us now observe psychosomatic 
problems of several organic diseases. 


A more or less pronounced “neurotic syndrome” may develop in 
the course of a physical ailment. When tuberculosis requires the re- 
moval of the patient from his family, his environment and his work, for 
a prolonged period, and places him in the strange atmosphere of a san- 
atorium, he may develop a neurotic syndrome as a biological reaction 
to a given reality. The patient may get into the habit of constantly ob- 
serving himself and his symptoms. He may develop a constant aware- 
ness of the threat to his life which the illness represents. He may resent 
his enforced idleness and grieve over his inability to meet his responsi- 
bilities. He may be sexually frustrated. Here we need not search for 
instigators of the patient’s suffering in tuberculous toxins, or conflicts or- 
iginating in childhood. His mental condition and his behavior are trace- 
able to a specific situation in which his mental anguish affects his resist- 
ance to disease. 


Similarly, changes in the “milieu interne” of the organism may pro- 
duce a neurotic syndrome. It may not only accompany, as illustrated 
above, but may precede more perceptibly the organic signs and symp- 
toms of the disease. Often enough cases are treated for neurosis and 
months later the diagnosis of brain tumor or multiple sclerosis is made. 
Other alterations of the nervous system, such as are found in arterioscler- 
osis or syphilis may produce a neurotic syndrome as a forerunner of so- 
matic manifestations. It may be assumed that, at the onset of such dis- 
eases, changes take place in the organism, disturbing its homeostatic 
equilibrium. The ego may perceive these changes as an impending 
danger without any further qualification. The rising emotional tension 
may then manifest itself in a neurotic syndrome. 


Nervous hyperactivity is often found in cases of high blood pres- 
sure of the “essential hypertension” type. It is generally agreed that this 
disease of unknown etiology, has as a main factor in its pathological 
mechanisms, vasoconstriction. Narrowing of the blood vessels with sub- 
sequent hypertension can be induced by pharmacologic agents acting on 
the autonomous system, and it can be lessened by interruption of the 
sympathetic supply. Among other signs, elevation of blood pressure can 
be induced by stimulation of the diencephalon, where the autonomous 
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system is said to meet cortical impulses. Physiological facts, and the 
nervous signs and symptoms observed in hypertensives, make us ques- 
tion whether hypertension may not be brought on by abnormal vaso- 
motor impulses effecting increase in peripheral resistance and subsequent 
rise in blood pressure. Such repeated and unusual vasomotor impulses 
can be induced by emotion. According to K. Menninger, “the inner 
psychological tension parallels the high arterial tension.” It is well 
known that emotional strain may cause transitory elevation of blood 
pressure. The hypertensive patient’s condition is too frequently aggrav- 
ated by worry over his disease. It has been held by many authorities 
that constant and prolonged emotional tension in a neurosis may play an 
important role as a source of increased vasomotor activity resulting in 
hypertension. H. F. Dunbar, T. P. Wolfe, and F. Alexander, in search- 
ing for characteristic emotional disorders of causative significance have 
reported that such patients often demonstrate unconscious fear arising 
from repressed hostility and aggression. These authors confirm the re- 
ports of K. Menninger, G. C. Stevens and D. Ayman on the improve- 
ment of hypertensive patients by psychotherapy. 

Psychological situations in which unreleased emotional tension is a 
factor in the pathological mechanism are not confined to high blood pres- 
sure. Hostility and aggression may be discovered in numerous other 
conditions. On the other hand, there are considerations which make 
it clear that the relationship betwen temporary elevation of blood pres- 
sure due to sympathetic stimulation and permanent hypertension is not 
as simple as might appear at first sight. It is a fact that physical exertion 
raises the blood pressure by the same physiological mechanism as emo- 
tion. Yet essential hypertension does not occur with any conspicuously 
greater frequency among hard laborers than in the sedentarily occu- 
pied.* 

Many authors who consider essential hypertension a constitutional 
disease, regard emotional tension only as an additional factor (E. V. Al- 
lan). Daily clinical experience leaves little doubt that an etiological 
factor in essential hypertension is an inherent constitutional disposi- 
tion. J. Bauer has suggested that essential hypertension be more ap- 
propriately termed “constitutional hypertension.” When the signifi- 
cance of the congenital predisposition is recognized, the symptoms of 
high blood pressure and the accompanying emotional disturbance may 
be correlated and coordinated without being confused with each other. 


* R. H. Britten and L. R. Thompson, Publ. Health Bulletin No. 162. 
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Then the nervous hyperactivity may well be regarded as a neurotic syn- 
drome. 


Granting that hereditary factors exist and that they have signifi- 
cance in hypertension, the logical conclusion is that the hereditary fac- 
tors must be present at the start of the individual life. “The physical and 
psychic fate of man is determined at the moment of copulation of both 
gamets.” (J. Tandler). The fertilized ovum carries the potentials of 
all hereditary traits that are to become manifest in the future. These 
potential energies are inherent in the genes in the chromosomes. Ac- 
cording to J. Bauer, the gene complex accounting for constitutional hy- 
pertension extends to all factors involved in maintenance and regulation 
of normal blood pressure. 


Genes representing different traits may be linked together. The 
gene of hemophilia is bound to the gene of sex. Such linkage of genes 
may explain the concurrence of the inherited tendency toward high 
blood pressure with the hereditary tendency of the nervous system to 
respond abnormally to the vicissitudes of life. 


The psychosomatic problems of some gastro-intestinal diseases are 
just as intricate as those of essential hypertension. The sensitivity of the 
alimentary tract to emotional upsets is common knowledge. 

Vasoconstriction, hyperacidity and hypermotility are under the 
control of the autonomous nervous system and are regarded as important 
causative or contributory factors in peptic ulcer, the etiology of which 
is still unknown. Furthermore, Cushing observed gastric ulcer forma- 
tion after mechanical stimulation of the hypothalamus which is said to 
be the emotional center. Mann and Ballmann produced gastric ulcer ex- 
perimentally in animals and under the same conditions prevented their 
appearance by cutting off the vagus fibres, thus depriving the stomach 
of all stimulating impulses. Clinical observation shows that ulcers de- 
velop most frequently in individuals with an abnormally irritable auton- 
omous system. In the lengthy histories of these cases, aggravation and 
recurrence usually occur after the stimulation of the autonomous ner- 
vous system by emotional upsets. Perforations or hemorrhages, com- 
bined with a neurotic syndrome, are more likely to occur during peri- 
ods of emotional stress. Army doctors have observed a considerable 
high rate of perforation of gastric ulcer among soldiers who, previously 
without symptoms, were about to embark for overseas duty. 

Impressed by the obvious nervous influence on gastro-intestinal ul- 
cer, F. Alexander investigated a number of ulcer patients psychoanaly- 
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tically. He found in each, similar repressed tendencies leading to intra- 
psychic conflicts. According to Alexander, in the last analysis, these 
emotional tendencies represent the functions of “intaking, retaining and 
eliminating” and are therefore apt to be manifested in the gastro-intes- 
tinal system. Other authors, too, are investigating the problem of 
whether neurosis may be a contributing cause in certain types of ulcer. 
(J. C. Yaskin) 

The psychological situation in ulcer patients is, however, in no way 
specific. Graves’ disease offers a further example of a disease in which 
the psychological situation is strongly involved. Here, again, the organ 
concerned is regulated by the autonomous nervous system whose fibers 
are in contact with the central nervous system. 

Organic brain affections brought about by intoxications like car- 
bon monoxide poisoning or infections like encephalitis may produce hy- 
perthyroidism displaying a characteristic “neurotic syndrome.” 

On the other hand, according to many reports, upsetting external 
occurrences precede Graves’ disease in about 90% of the cases. The emo- 
tional forces involved in psychic shock and the individual’s inability to 
cope with them are well known to be determining factors in hyperthy- 
roidism. There is no objective evidence that emotional forces operating 
in the background of a neurosis may similarly effect the gland. But the 
signs and symptoms of nervous hyperactivity are continuously present 
for prolonged periods in many patients prior to the appearance of 
Graves’ disease. This observation has led to the belief, recently report- 
ed by A. Moshkowitz and S. Bernstein, that an early stage of hyperthy- 
roidism is neurocirculatory asthenia. Other authors refer to the “hy- 
perthyroid constitution.” The clinical similarity of the already devel- 
oped hyperthyroidism and certain types of psychoneurosis is well ex- 
pressed by the use of the terms by J. Bauer of “thyroneurosis” or “neur- 
othyreosis,” according to the prevalence of the respective symptoms. 

Here again genetic factors deserve full consideration. In tracing 
the case histories of individual families, a remarkable coincidence of dis- 
eases is often revealed. One can find that in each member of such fam- 
ilies the same organ system is affected. (J. Bauer, B. Aschner). A speci- 
fic constitutional weakness, the so-called “organ disposition” seems to 
offer fertile soil for any subsequent pathology. In the same way, a 
neurosis may find its functional or structural precipitation in an organ 
that is constitutionally predisposed to disease in general, just as an acute 
emotional strain may affect an organ representing by heredity a locus 
minoris resistentiae. 
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It is beyond the scope of this paper to discuss more than a few dis- 
eases from the psychosomatic viewpoint. The same or similar principles 
of approach may be applied to various diseases such as allergic condi- 
tions, colitis, heart ailments or diabetes mellitus. 

Our observations lead us to the conclusion that with the develop- 
ment of psychosomatics, modern medicine finally takes into account the 
part played in disease by the dynamics of the intangible factors of emo- 
tion. In discussing emotions, we have tried to distinguish between the 
part they play in a neurosis and the part they play in a neurotic syn- 
drome. A neurosis is a disease entity in itself. A neurotic syndrome, 
however, represents a symptom complex, a circumscribed psychological 
element in an organic disease. In the development of emotional dis- 
turbances we have stressed the importance of both constitution and en- 
vironment. Psychoanalysis is a causal therapy for neuroses, while other 
minor psychotherapies seem sufficient for the treatment of a neurotic 
syndrome. The psychotherapeutic approach to a neurotic syndrome is 
as important as any other means applied to the cure of the disease asso- 
ciated with it. From the medical point of view, the soma and psyche, 
determined as they are by the life and death instincts, are equal elements 
of one world—the living organism. 


10 East 85th Street 
New York, N. Y. 
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TRANSLATED FROM THE SPANISH BY SAMUEL B. KutTasH 
Part III 


Chapter III — The Obsessive Neuroses 


Thus conscience does make cowards of us all, 
And thus the native hue of resolution 

Is sicklied o’er with the pale cast of thought, 
And enterprises of great pith and moment 
With this regard their currents turn awry, 


And lose the name of action. 
(Hamlet) 


SYMPTOMATOLOGY 


There are thoughts and actions in the obsessive neurotic individual 
which, even though they are in themselves of little affective tonicity, 
still awaken intense emotional reactions in him. He repeats these thoughts 
and deeds continually even though they disturb him. He does not fully 
understand their meaning and tries very hard to overcome them but nev- 
er succeeds in doing so. His behavior therefore becomes odd but he 
still gives the impression of being a normal person and at least part of 
his conscious mind attempts to adjust to reality. In addition, he is usual- 
ly able to have some insight into the absurdity of his obsessions. 

There are, therefore, three principle characteristics of the obses- 
sions: they are not desired, are not comprehended, and they cannot be 
suppressed even though the subject can see no reason for their existence. 
They vary in intensity. Some are unnoticed while others torment the 
subject so much that he can only react by orienting his activity around 
them. Because of this variation, an attempt at classifying obsessions usual- 
ly results in an arbitrary division into obsessive thoughts and obsessive 
acts. 

It is convenient to cite some of the forms which obsessions take be- 
fore entering upon their psychoanalytic study. Obsessive thoughts fre- 
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quently take the form of continual doubts as to whether the individual 
has performed some act well or poorly. Then again, there are frequent 
obsessions such as the kind which attack a religious person when ob- 
scene thoughts occur to him in the midst of asermon. A mother may be 
obsessed with the idea of killing her own beloved child and a married 
woman may have the obsessive thought of doing harm to her husband. 
Some less troublesome obsessions are those instances when a melody or 
some memory incessantly runs through the mind, in a disturbing fash- 
ion, without the subject being able to understand why and without his 
being capable of suppressing it. 

Certain obsessive neurotics are preoccupied with the idea that their 
hands are dirty and therefore feel obliged to wash them continually and 
on numerous occasions, even using various types of cutaneous disinfec- 
tants. Or they may consider their clothes, the household furniture, or 
the rest of the house, to be very filthy and therefore go through long and 
complicated procedures to secure cleanliness. In some similar cases, the 
subjects do not permit themselves to go out into the street for fear that 
the dirt of the outside might fall on them, or that they may become con- 
taminated by microbes, or to avoid some other dreaded contact. These 
obsessive interdictions are generally not comprehensible to the subject. 
They frequently begin in connection with something insignificant but 
gradually become extended to more and more acts and situations until 
the patient finally remains shut up in his room where he still does not 
become free of his symptoms. 

There are cases in which obsessive neurotics must adjust their be- 
havior and the handling of all their affairs to the most rigid norms. They 
can require that the furniture of their house be arranged symmetrically, 
that the pictures on the walls should all be perfectly straight, that they 
always walk in the center or at the edge of the sidewalk, treading on or 
consistently not stepping on the cracks or lines between the tiles of the 
pavement. When they attend a meeting they feel impelled to locate 
themselves in a certain seat in order not to become upset. And in en- 
gaging in other activity they believe that a third person might be pre- 
judiced against it and therefore feel continuously under the strong ob- 
ligation of destroying what they have done. 

There are many other forms of obsessions, some of which will ap- 
pear in the course of the present study. But before we begin, we must 
emphasize the point that even though they constitute the most flagrant 
symptoms of the obsessive neurotics, the latter present many other pe- 
culiar psychological characteristics, which must be examined gradually 
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and in great detail since, only by means of a thorough understanding of 
these can the complex personality of the subject and the genesis of his 
illness be revealed. One of these characteristics, which is very interest- 
ing for an investigator of the unconscious, is that repression in the obses- 
sive is less intense than in the hysteric. Thus, in the obsessive neurosis, 
many psychic contents manifest themselves which are repressed in the 
other neuroses. 


Psychoanalysis of the Obsessive Personality 
THE ID 


The study of the psychic peculiarities of the obsessive can be be- 
gun with that of the instinctive life. Particularly important is the ex- 
amination of the genital life which demonstrates in clear fashion, the 
existence, in the obsessive neurotic, of a series of fears which psycho- 
analysis has designated by the name of fear of castration after reducing 
them to their infantile foundation. 


These fears take a variety of forms such as: fear of venereal infec- 
tion or fear of possible impotence or they may show up in the fact that 
the subject becomes fixated, for too long a period, or acts preparatory to 
coitus or engages in practices which are not entirely normal in order to 
arrive at an orgasm. Fear of castration also reveals itself in the form of 
discomfort, insomnia, or nightmares during the night following a coitus. 
It is worth mentioning that it happens in these cases contrary to Freud’s 
statement in which he affirmed that the best hypnotic is a normal sexual 
satisfaction. 


However, it happens that the obsessive neurotic often does not 
recognize in himself the existence of an aversion to complete genital ac- 
tivity so that, in the first psychiatric session, he can affirm with all sin- 
cerity that his sexual activity is normal. Also, he does not report obses- 
sive fears in connection with his instinctive life. To that extent, his first 
revelations to the physician usually omit, by virtue of a process of iso- 
lation, certain not completely normal acts of his sexuality. He thus in- 
voluntarily falsifies that aspect of his instinctive life. 


But psychoanalytic experience shows that the genital activity of the 
obsessive neurotic is not usually completely pleasurable or free from dis- 
appointments. Nevertheless, in many cases, when merely the psychic 
surface of the patient is examined, he seems to show a desire for normal 
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sexual activities with no overt inhibitions such as those which prevent 
the hysteric from realizing a normal genital life. As a matter of fact, 
the obsessive neurotic appears to be overanxious to eliminate, by means 
of the genital act, the sexual excitation which annoys him, which he 
finds difficult to resist and which, if it persists, prevents him from 
achieving the tranquillity which he derives from other types of activi- 
ties of a more rational nature towards which he feels more attracted, 
such as study or engaging in business or professional affairs. 

The existence of an ambivalent attitude toward the genital act, a 
consequence of the fear of castration, converts this act, for the obses- 
sive patient, into something which he considers necessary to perform, 
but without stimulating in him any love or dearness toward the sexual 
partner. The genital act usually takes on the significance of something 
excrementitious, similar in nature to the act of defecation. For this 
reason, the obsessive patient chooses as sexual objects, individuals of 
little interest to him, such as a prostitute, a woman of very inferior so- 
cial class, or of very disagreeable physical appearance. In that way 
he reveals, in his psychic make-up, a tendency toward debasement of 
the sexual object. 

In addition, in connection with the relation of the instinct with 
its object, it must also be pointed out that there is to be found in the 
obsessive patient, just as in other neurotics, an oedipal fixation of his 
genital development. This can be easily observed in his choice of sex- 
ual objects that have the symbolic significance of maternal or paternal 
images, since they are usually older persons or persons of authority to 
whom the patient passively submits, or, by contrast, those debased sex- 
ual objects already described, unconscious representatives of the moth- 
er. Similarly, such oedipal fixation is observed in the obsessive’s fam- 
ily relationships. He usually lives with his parents in a state of depend- 
ence and infantile submission, in which, as always happens in the symp- 
tomatology of obsessive neurosis, the opposite relationships are not 
lacking so that family discord is frequently created. 

Genital masturbation usually persists, in many of these cases, ac- 

ompanied by unconscious fantasies related to oedipal objects. Often 
these oedipal fantasies were on a conscious level in the pubertal and 
even in the post-pubertal periods. Such data makes the psychoanalyst 
feel that the obsessive patient lacks the necessary psychosexual matur- 
ity to enable him to become emancipated from the family situation and 
to progress directly towards exogamy as is necessary in the normal 
cycle of complete sexual evolution. 
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The masturbation fantasies of obsessive patients are as much heterosexual as homo- 
sexual, sadistic as masochistic. Thus, one patient’s masturbation fantasy took the form 
of imagining himself as the victim in the sacrifice of Isaac by Abraham. He represented 
himself in the role of Isaac and his father in that of Abraham. 


Genital conflicts frequently cause the obsessive neurotic, after a 
period of apparently normal sexual activity, to renounce coitus more 
or less completely and to regress to masturbatory practices or make an 
effort to follow an ideal of intense asceticism. 

The genital conflicts of the obsessive patient consequently bring 
about the appearance of a phenomenon which does not occur in cases 
of hysterical patients. This is the phenomenon of regression of the gen- 
ital sexuality to the previous stage of instinctive evolution — the stage 
of anal-sadistic sexual organization. 

This regression becomes evident in the conduct of the patient by 
the presence of a series of anal and sado-masochistic characteristics. It 
is precisely this phenomenon, first pointed out by Jones, which enabled 
Freud to recognize the intimate relationship between anality and sado- 
masochism and to develop the investigation further to establish the ex- 
istence of an anal sadistic stage before the phallic or genital stage in the 
infantile sexual evolution. 

Normally, the anal sadistic stage takes place around the second and 
third years of life. Its manifestations are: pleasure in defecation and 
unusual interest in the excrements, accompanied by attempts to submit 
the activity of the hindmost portion of the digestive tract to the control 
of the will. The child also develops the desire to retain the excrement 
with the objective, among many others, of deriving a greater pleasure 
at the moment of eliminating it. 

Furthermore, in this phase of sexual organization and at the age at 
which it occurs, from the affective point of view, the defecating of a 
child in the presence of a person is a demonstration of his love toward 
that person; besides, the excitement has the significance of a gratifica- 
tion. So true is his that it might be said that the excrement is the first 
pleasure that man experiences in his individual evolution. 


(1) In 1924, Karl Abraham (A Short Study of the Development of the Libido, View- 
ed in the Light of Mental Disorders) demonstrated the existence of two steps in the anal 
sadistic phase of libidinous evolution. The first is characterized by pleasure in elimina- 
tion (anal) and sadistic destruction of the object, while the second retains the object, at- 
tempting to dominate it, the same way as it does with the excrements. Melancholia with 
its loss of the object results from regression toward the first step; whereas, by contrast, 
the conflict with the object in the obsessive neurosis leads only toward the second anal 


step. 
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The sadomasochistic tendencies of the anal sadistic stage are ex- 
pressed directly in early infancy, but later in the course of individual 
evolution, they are modified by a strengthening of the ego and undergo 
various elaborations. Thus originate such character traits as compas- 
sion, desire for justice, for self-sacrifice and for social improvement. 
In psychoanalysis these are designated by the name of reaction forma- 
tions because they are created by reinforcing the ego with a character 
trait directly opposed to the original trait derived from the instinctive 
tendency directly and against which the ego desires to struggle. A re- 
action formation is, for example, that which makes a primarily sadistic 
individual become converted into a compassionate being or which turns 
another individual with anal tendencies into an exceedingly graceful 
being. These psychic transformations are easily studied in individual 
case histories of obsessive neurosis. 

As the child grows older advancing to the phallic or genital stage 
of development, the anal sadistic phase is partly abandoned, partly re- 
pressed and partly sublimated, and such secondary phenomena arise as 
for example, disgust with the excrements, interest in money, and the 
desire to collect things. Those individuals in whom the influence of 
the anal sadistic stage has been most intense, are differentiated by the 
presence in their make-up of one or another of the three charactero- 
logical qualities of inflexibility, tendency to regularity, and parsimon- 
iousness. This typical triad characterizes the so-called anal character 
in psychoanalysis. 

As a consequence of their sexual regression, symptomatic manifes- 
tations are present in patients with obsessive neurosis, which proceed 
from the instinctive tendencies characteristic of the anal-sadistic stage. 
These symptoms eventually express themselves directly and clearly after 
having undergone certain psychic transformations. 

Thus, even a novice, after a few sessions of psychoanalysis can 
clearly perceive the sadism of the obsessive neurotic. This sadism 
causes an atmosphere of cruelty to encompass the life of an obsessive, 
the evidences of which are more or less masked aggressions of the pa- 
tient towards other persons or the opposite, well marked aggressions 
proceeding from the exterior against the patient. 

The family life of these patients are usually not very pleasurable 
since there are frequent disagreeable discords. Their sadism is also evi- 
dent in their social life. The obsessive neurotic hides a multitude of 
aggressive ideas and deeds directed against others under the cloak of 
a good education, affability, and a smiling countenance which is at 
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times too smiling. He attempts to rationalize these aggressive ideas 
and acts by distorted interpretations which depart more or less from 
the real facts. 

The anal tendencies and their derived drives are of great import- 
ance in the behavior of the obsessive patient just as in the cases of sado- 
masochism. For this reason, there occur very frequently in the symp- 
tomatology of the obsessive neuroses, various rituals and customs in 
connection with defecation, such as taking an unusually long time for 
the act of defecation, thus clearly revealing the anal pleasure involved, 
or following a rigid schedule with a fixed time for defecation; or seek- 
ing a time for the act when there is no one else present in the house, 
or engaging in a complicated procedure for insuring cleanliness at the 
conclusion of defecation. 

There are also usually symptoms relating to bodily cleanliness in 
which the patient either takes extreme care of his personal cleanliness 
or else completely neglects the most elemental rules of hygiene. In this 
respect as in others, the conduct of the obsessive neurotic is generally 
contradictory and characteristics of the greatest filthiness frequently co- 
exist with those of extreme cleanliness. This can be explained by the 
fact that the first set of symptoms proceed directly from intensely de- 
sired anal pleasure while the others are intense reaction formations des- 
tined to struggle against that prohibited pleasure. 

The symptoms relating to personal hygiene frequently take the 
form of a constant need for continuously washing one’s hands or a 
strong fear of dirty contacts. At the same time, symptoms of opposite 
significance cause the patient to be unable to keep himself clean. 


Thus, one patient spent long periods of time without washing himself and since he 
also avoided all movement, his sebaceous secretions and bits of hair which fell from his 
head, accumulated in small quantities on the outer margin of his ears where they re- 
mained for long periods of time. He could not get rid of the obsession that if he were 
to wash off the accumulated material he would inadvertently lose something valuable. 
Also, he was unable to clean his body because he was obsessed with the idea that if he 
touched any part of his body it would become swollen and deformed. Thus the pa- 
tient remained in a condition of extreme filthiness. In the patient’s fear of losing some- 
thing valuable if he should cleanse himself can be perceived the remnants of the great 
significance which the child attaches to the excrement. Also, the other symptom, fear 
that his bedy would swell up and become distorted if he touched himself, is a conse- 
quence of the infantile struggle against erection and masturbation, 


Also related to these anal symptoms is the fact that the obsessive 
neurotic psychically regards the satisfaction of the genital impulse as 
an excrementitious function. Because of his sadistic trend, he regards 
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coitus as the act of “possessing” the woman and from its anal quality, 
thanks to the unconsciouos relationship between the concepts of ex- 
crement and money, is similarly derived the obsessive’s conception of 
coitus as an economic affair. Thus, fantasies of prostitution frequently 
occur in both female and male obsessives. 

It can easily be understood that these psychological conditions 
cause considerable diminution of the capacity for a pleasurable orgasm 
and thus also result in a feeling of disgust each time the genital act is 
performed. Therefore, it can be assumed that the well known, erron- 
eous saying that “man and animal feel gloomy after coitus” was first 
uttered by an obsessive neurotic. 

In short, imperfect genital activity, together with the presence of 
anal and sado-masochistic practices in connection with the patient’s 
sexual life, clearly demonstrate the predominance of the anal-sadistic 
organization in the obsessive neurotic. Well now, why does this occur? 

Theoretically two distinct possibilities must be admitted. Either 
the obsessive neurotic has not satisfactorily completed his sexual evo- 
lution thus having become fixated at an intermediate stage, or once hav- 
ing reached the genital stage of sexual organization, he has later aban- 
doned it by regression to the previous stage. Of these two possibilities, 
psychoanalysis of the patients themselves argues more in favor of the 
second, the abandonment of the genital level and regression to the pre- 
ceding stage of sexual organization. But, on the other hand, the pres- 
ence of intense anal-sadistic degrees of fixation in which the libido had 
already become fixated at the outset, can not be doubted. 

Freud has described a case“ in which the existence of regression 
is particularly noticeable. It deals with a woman who became ill with 
a phobia of the hysterical type, as a result of a disturbance of her ma- 
ternal desires. In other words, she had an illness in which the basic 
neurotic conflicts were of a genital type. Later, this same patient ex- 
perienced a new calamity in her conjugal life as a result of the appear- 
ance of a transitory impotence in her spouse which reacted in the fol- 
lowing manner toward the sexual behavior typified by her phobic symp- 
toms. Believing that her husband’s impotence was permanent, the pa- 
tient supposed that she would have to renounce the act of coitus forever. 
This caused her to strive to undervalue psychically the genital level at 
which she had, up to that time, maintained herself in spite of all her 





(1) Freud, Sigmund: Die Disposition zur Zwangsneurose. “Gesammelte Schrift,” 


volume V, p. 277. 
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conflicts and disturbances. Her libido then regressed to the anal-sadistic 
stage and, following that, her phobic symptoms were replaced by ob- 
sessive symptoms of the same latent significance as the previous ones 
but now expressed in the pregenital language of obsessions rather than 
in the genital language of phobias. This is thus a case in which the 
precise relationship of the psychic traumata and their consequences in 
symptoms corresponding to the form of libidinous organization which 
the patient could maintain, makes very evident the existence of regres- 
sion. 

Something analagous to the above frequently happens during the 
climacteric, although in a less precise manner. In the climacteric, an 
undervaluation of the genital life followed by a deterioration of the 
character in the anal-sadistic sense, occurs because of physiological 
reasons. In that period feminine behavior may take on an aggressive 
and jealous characteristics which have many points in common with 
the character of the obsessive neurosis. Also for physiological reasons, 
the same phenomenon usually occurs at the time of the conclusion of 
the first appearance of infantile sexuality, in the so-called latency per- 
iod. This frequently results in reaction formations and other anal sad- 
istic symptoms similar to the reactive formations and symptoms of the 
obsessive patients. 

The existence of the regression phenomenon discussed above is not always de- 
monstrable without a shadow of a doubt but there are usually data in the case histories 
of almost all obsessive neurotics which speaks in its favor. Thus, one patient believed 
according to his own statement, that he had an underdeveloped penis and was there- 
fore not capable of normal sexual activity. This caused him to renounce all genital 


activity and resulted ultimately in a regression of the libidinous organization and the 
appearance of a very serious neurosis. 


In another patient who suffered from sexual frigidity after unsatisfactory inter- 
courses which resulted in her undervaluation of the genital life, symptoms of a regres- 
sive character were present which manifested themselves in such actions as, for ex- 
ample, the fact that she took extreme care of the exact order and symmetry in the dis- 
position of her clothing when she reclined on the divan for a session of psychoanalytic 
treatment. This was an obsessive symptom which had the significance for the patient, 
among other considerations, of symbolically expressing the fact that she had conducted 
herself “in orderly fashion”. It was such a precise symptom that the psychoanalyst 
could understand, by its intensity, at the beginning of the session even before begin- 
ning to speak to the patient, whether there had or had not been any previous genital 


relationships. 


Another patient, a ceremonious obsessive, derived an idea of feeling herself cor- 
rupted and her reputation tarnished from the idea of having felt herself soiled by some 
genital secretion of her husband’s or herself during the act of sexual approximation. 
At other times she traced it to a possible conjugal infidelity of her mother, with whom 
she identified. In both psychological conditions we observe the genital undervaluation 
in the form of attaching to the sexual act the significance of something “filthy”. 
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Psychoanalysis frequently also furnishes other proofs of the exist- 
ence of regression in the obsessive neuroses. Thus, episodes of anal- 
sadistic type, relative to the infantile age in which the obsessive neu- 
rosis began, frequently appear during the course of the treatment of 
these patients. But if the psychoanalytic exploration is carried even 
further it succeeds in uncovering the existence of a previous period 
with overt behavior of the genital type which later disappeared when 
the regression took effect. 


This is just what happened in a patient, who showed sado-masochistic symptoms 
and evidences of genital undervaluation in her childhood. The genital undervaluation 
came to the surface, among other symptoms, in the form of violent laughter and gig- 
gles every time the child saw a genital manifestation in people in her environment. The 
psychoanalysis was able to uncover the existence of a previous period with genital ac- 
tivities in the form of sexual play with an older sister. 


As in all neurosis, the regression of the obsessive is primarily the 
work of two factors.. One is the previously discussed existence of dis- 
turbances in the genital activity of the individual. The other is the 
presence of states of libidinous fixation in the anal-sadistic organization 
caused by the joint action of the hereditary and certain infantile exper- 


iences. Some of the possible pathogenic factors are particularly such 
illnesses as colitis or those caused by intestinal parasites, excessive worry 
or preoccupation, on the part of the patient’s parents in relation to the 
child’s toilet training or the education of his sphincters by such methods 
as the frequent use of enemas or suppositories. Finally, the aggressive 
behavior of persons in the environment toward the child favors the 
formation of sadomasochism in him. To all this is added the constitu- 
tional factor of a weak genital organization which does not place great 
obstacles in the way of the patient’s regression. 


The constitutional tendency and the regression cause the first infantile remem- 
brances of an obsessive patient to frequeutly have anal-sadistic contents. Thus, one 
patient was able to recall from the period prior to the age of four, that he had a strong 
desire to retain his evacuations as much as possible and also suffered from encopresis. 
In addition he recalled his indulgence in anal masturbation and his mother scolding him 
because he had not washed the foot of the table well. This last item is a remembrance 
covering up his not having faithfully obeyed the maternal mandates with reference to 
anal education. 

From this early period in his life, he also remembered a theft which he perpe- 
trated in a bake shop. This act had the latent psychic significance for him of pos- 
session for himself, the greatly desired sexual-mother-object which was prohibited to 
him, and acquiring the paternal sexual potency which was necessary for the possession 
of the object. Subsequently even up to adulthood, the patient continued to perpetrate 
his symbolic robberies, always obeying the same psychic determinants as in infancy. 
Thus, when he became sexually impotent as a result of his neurosis and this made it 
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necessary for him to become divorced from his wife, he remarked on occasion that, 
inasmuch as he could not have sexual relations with her, he could at least attempt to 
take possession of her money. This was for him, in a certain way, analagous to achiev- 
ing a coitus with her and represents what is described in psychoanalysis as a regressive 
expression of a genital act. 


After the regression takes place, the patients express in an anal- 
sadistic manner what was expressed originally on a genital level. Their 
love toward a woman causes them to behave toward her in a sado- 
masochistic manner. Thus, the idea of achieving coitus with a wom- 
an, for them, takes the form of dominating her, killing her, soiling her 
with excrements, or putting it over on her as a “dirty trick”. 


For the above reason, during the latent period of one patient, his sexual desires 
for a woman, who for him had the significance of the mother and on whom the posi- 
tive part of his Oedipus Complex became fixed, aroused fantasies in him in which he 
would make himself a strong enema to inflate his abdomen. Besides representing a 
form of vengeance on the mother for his having suffered enemas in the past, it uncon- 
sciously signified, when translated into genital language, a desire to impregnate her. 


Furthermore, because the anal-sadistic stage is more ambivalent 
than the genital, the reactions of the obsessive patient toward a libidi- 
nous object are also more ambivalent than those of the normal indi- 
vidual. There is a continual alternation within him of expressions of 
love and those of hate directed toward the same individual. Such am- 
bivalence coincides with his charactersitic oscillation between active 
and passive conduct, masculine and feminine behavior, etc., toward the 
same person. 

Through regression, also, the gluteal region acquires great import- 
tance as a sexual zone. From this arises the tendencies of the obsessive 
neurotic to explore this region in a woman or to accomplish coitus using 
a posterior approach. And it also gives rise to the tendency of the ob- 
sessive towards fantasies of being beaten or struck in the gluteal region 
and towards homosexual fantasies in which he places himself in the pas- 
sive feminine position. 

In the male the passive feminine erotization of the gluteal and anal 
region does not usually express itself directly in the form of conscious 
passive homosexual desires because of an inhibiting reaction from the 
ego. If such a direct expression were to occur, the ego would not be 
able to continue adopting a male attitude nor to overcome the fear of 
castration, by psychically conserving the penis with all its narcissistic 
value. But the existence of these desires is demonstrated indirectly in 
such ways, for example, as introducing objects into the rectum under 
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various pretexts or suitably justifying passive feminine sexual satisfac- 
tion on hygienic grounds which serve as good pretexts for the employ- 
ment of enemas or suppositories as a means for deriving anal pleasure. 

The regression of the obsessive neurotic strengthens his sadism. 
Also, since the patient remains fixed on the objects of his oedipus com- 
plex, it so happens that his reinforced sadism orients itself in that direc- 
tion and, for the same reason, becomes directed against the parent of 
the same sex. From this arises the intensification of the active rivalry 
of the male toward his father or paternal substitutes. 

Then again the regression also reinforces the patient’s anal eroti- 
cism and, consequently, his passive-feminine relationship towards the 
paternal images. Still, active rivalry and passive submission are two 
conflicting attitudes. The existence of this contradiction creates one 
of the typical characteristics of the obsessive personality. This makes 
him oscillate between an attitude of feminine submission accompanied 
by fantasies or acts symptomatic of castration and, opposing this, nar- 
cissistic libido energetically localized in the penis together with height- 
ened sadism which causes the patient to repulse the aforementioned 
fantasies and strengthen himself in maintaining a virile, active attitude, 
which is more in accord with his ego ideal. 

Something analagous to the above occurs in the woman. A state 
of rebelliousness against the mother—frequently caused by the preco- 
cious onset of heterosexual genital activity in one who is usually frigid— 
enters into intense conflict with the opposing tendency of masochistic 
submission to the mother or to maternal substitutes. For the uncon- 
scious of the patient, the mother or her surrogates represent the per- 
sons who executed the fantasied castration of the young girl or who 
damaged her genitals as punishment for infantile masturbation. All 
this sets up certain patterns of feminine conduct such as that which is 
frequently observed in an adult woman who continues to live with her 
mother although there is no cordial relationship between them and at 
the same time the woman does not dare to fall in love with a man or 
to become independent of the mother. 

As a consequence of the phenomenon of regression, beauty itself, 
in the obsessive woman, frequently acquires the significance for her of 
a sadistic tool to be used against the opposite sex. From this situation 
results a type of woman who cultivates and exhibits her beauty which 
she, at the same time, makes inaccessible to all masculine attempts at 
amorous contact. Similarly, in the male an analagous psychological 
situation causes him to strengthen his virile appearance, for example, 
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by devoting himself assiduously to strengthening and exhibiting his 
well-developed musculature, but sexually living an ascetic life or choos- 
ing inferior sexual objects and indulging only with those who engage in 
coitus without love and whom he later despises. 


All these reactions proceed from special elaborations of the Oedi- 
pus Complex. The peculiar ambivalent relationships of such patients 
towards their parents are also transferred to their behavior with refer- 
ence to religion. Hence there is a great frequency of symptoms relat- 
ing to God or the various rituals of a given religion. Among these can 
be listed the typical ones of the disturbing appearance of obscene 
thoughts or blasphemies in the mind of an individual in the midst of a 
fervent sermon, the occurrence of doubts in people as to whether they 
had told everything at Confession or as to whether they had received 
Communion in a suitable mental state of purity and chastity, or the fre- 
quent obsession of having thought evil things without revealing these 


thoughts. 


The patient with these symptoms reacts as he is accustomed to act 
when faced with others of no religious trend, but, on the other hand, 
he is tormented and attempts to free himself of the distress which they 
produce in him. For this purpose, he adopts various practices which 
form part of the so-called secondary struggle against the symptom. 


Thus, a patient was obliged to constantly have in her presence some member of her 
household or some domestic servant in order that she should not be in the predica- 
ment of thinking anti-religious thoughts without having someone there “to confess them 
to” immediately. The two had to be face to face without looking away from each 
other for an instant and without anybody passing between them because, according to 
the patient, in such an instant some of the thoughts that she feared so much could occur 


to her. 


The fluctuation of the obsessive neurotic between activity and pas- 
sivity, sadism and masochism, masculinity and femininity, brings with 
it the situation where the patient hesitates and is conflicted before per- 
forming any act whatsoever. He does not know what form of .behav- 
ior to adopt because he fels attracted simultaneously to two opposing 
types of reaction which are contradictory to each other. For the same 
reason, the conversations of the obsessive take on a vacillating and 
vague quality which is also the consequence of a process of ego defense 
against possible instinctive emergencies, because by speaking evasively 
the patient is prevented from revealing these contradictory psychic 
contents. 
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One obsessive neurotic, each time that the psychoanalyst interpreted his psychic 
condition to him, would respond ambiguously with such phrases as: “it might be”, 
“perhaps”, “it’s possible”, etc., even though the interpretation was very well founded 
and its acceptance, or at least an emotional reaction to it, was inevitable. On the other 
hand, the hysterical patient, on such an occasion, would contradict the interpretation 
angrily, in certain cases showing a new symptom, or would accept in a highly disturbed 
psychic state. 


Vacillation and indecision are typical characteristics of the behavior of the obsessive 
neurotic and arise from his ambivalence and bisexual characteristics. The literary fig- 
ure, Clotaldo, in “Life is a Dream” by Calderén de la Barca, is a clear example of this. 
The instinctive origins of such conduct are also precisely delineated in this character, 
because the conflict which causes Clotaldo to be indecisive results from a continual al- 
ternation between his homosexuality, in the form of obedience to King Basilio or Prince 
Astolfo, and his heterosexuality, in his relationship as father toward his “seduced” daugh- 
ter whom he must protect and defend against the man that violated her. (The ambiva- 
Ience is accentuated even more by the daughter appearing in a scene disguised as a 
man.) 


Clotaldo (First Act, Scene IV) 


Well what must I do? (Woe is me!) 
In such confusion 

. . . What great confusion! 

What a sad fate! 

What must I do? (Heaven, protect me! ) 
What must I do? Because to bring him 
To the King, is like taking him (Oh, how sad! } 
To his death. But to hide him 

From the King, I cannot, in accordance 
With the law of homage. 

On one side love itself, 

And on the other side loyalty, 

Tears me. But why do I have doubts? 
Loyalty to the King, is not 

Life and Honor before that? 

Well then she lives and he dies. 

That’s what would happen if now minding 
What he said that to take revenge 
Occasioned by an offence, the man 
Who is aggrieved, is despicable. 

He is not my son, he is not my son 
Nor does he have my noble blood. 

But if still it has happened 

A danger, from which nobody 

Was freed, because honor 

Is of such fragile material 

That with one deed it is broken, 

Or it is stained by air, 

What more can be done, what more 
By him who is noble, on his part, 

So that at the cost of such risks 

To have come to seek him out? 
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Clotaldo (speaks to his daughter). (Third Act, Scene VIII) 


Well how shall I now (take note), 
Having a grateful soul, 

Who has given me life 

Have to give him death? 

And thus, the affection and the care 
Between the two divided 

Seeing that to thee, I have given it 
And from him I have received it, 

I do not know what side to support, 
I do not know what part to aid. 

If to thee I am obligated by giving, 
From him I am obligated by receiving, 
And so, in the action that is contemplated, 
Nothing satisfies my love, 

Because I am the person who does 
And the person who suffers. 


Faced with such a conflict, as frequently happens in the obsessive neurotic, Clo- 
taldo adopts an absurd solution, but one through which he attempts to reconcile the 
two contradictory tendencies. 


Clotaldo (Third Act, Scene VIII) 


Vanquished by your argument 

Better free I will be. 

I Rosaura, will give you 

My fortune, and you will live 

‘In a convent; This solution which I urge 
Is well thought out. 


Secondarily, the fact that he has reached this solution, produces a narcissistic satis- 
faction in him and this causes Clotaldo to praise himself with reference to what he plans 
to do. This secondary narcissism, originating in the above manner, is one of the forces 
which form a great barrier to the psychoanalytic work of overcoming the resistances 
which stand in the way of the possibility of the cure of the patient. 


The indecision of the obsessive neurotic, together with his absorp- 
tion in his conflicts and his powers of rationalization, result in his tend- 
ency towards intellectual sophistries. In order to conform to and sat- 
isfy his indecision, the obsessive neurotic usually chooses philosophical 
topics for discussion or subjects concerning which precise decisions can- 
not be reached and which, therefore, always leave room for doubts. 


Because of similar motivations, they unconsciously seek life situa- 
tions in which it is difficult for them to choose between two possible 
attitudes; and so, they are usually incapable of yielding to one altern- 
tive or the other. Then, in order to free themselves from their inde- 
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cision, they long for the occurrence of some external event, independent 
of their will, which will force them to decide. For example, let us sup- 
pose that they have to choose between two women to satisfy an amor- 
ous desire. In such a case, they might fantasy the occurrence of cir- 
cumstances which force them to become separated from one of them, 
such as, envisioning her as being obliged to go on a long journey or even 
thinking about the possibility of her death. One can easily observe the 
sadism which is present in these two phantasies. Both have the same 
psychological value since going on a voyage, in such cases, has the latent 
significance of death and may also be found in dreams, folklore, and 
death notices. 


(To be continued) 
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LIFE-INSTINCTUAL EXTENSIONS 
OF PSYCHOANALYTIC THEORY 


Burritt FREEDMAN 


AND ANITRA FREEDMAN 
New York, N.Y. 


DEFINITIONS 


In a consideration of instinctual phenomena, it is helpful to dis- 
tinguish terminologically between the whole and its parts. On the 
one hand, there is the integrated operation of heterogeneous reactions 
expressing an inherent, unified tendency, for which the term instinct 
should be reserved. On the other,, there are the various reflex or “par- 
tial” reactions, or volleys of identical reactions, which may be spoken 
of as impulses, or instinctual impulses. 

For the combination of impulses of self-preservation and those of 
self-betterment, the present senior writer (B. F.) proposes the term, 
life instinct. In this combination of impulses there is involved an en- 
tity separate from the sex instinct, even though intertwined with it in 
various ways. The two kinds of life impulses are regularly found to- 
gether, those of self-preservation leading to others of self-betterment, 
and impulses of self-betterment seldom failing to promote at the same 
time self-preservation. 

The entity of the life instinct has hitherto lacked the concentrated 
study which has been expended upon the sex instinct. Freud of course 
alluded with great insight to the instinct of self-preservation, especially 
in connection with the ego-instincts, and so have others. At best, how- 
ever, it is doubtful that the functions of self-preservation can be ex- 
clusively attributed to consciousness and reason. 


REPRESSION AND THE Lire INSTINCT 


A particularly discerning remark on the subject has been made by 
R. Loewenstein’, who comments upon the oversight of the “vital in- 
stincts” by analysts, as attributable to a “mechanism of scotomization”. 
But while it is true that analysts in general are beginning to manifest a 
similar discernment, they have not recognized as yet te reason for the 
“oversight”. 
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The reason is that psycho-analysts have repressed the inclination 
for a thorough investigation of the life instinct. The life instinct tends 
to assume a class character, and to require class conflicts, until a classless 
society is attained. This has been especially true in latter-day society, 
with its intensified exploitation, and to analysts, with their middle-class 
backgrounds and position, and consequent ambivalent class sympathies, 
all of this is as yet repugnant. 

These considerations are indicated in a number of published arti- 
cles by the present senior writer, in which a special investigation has 
been made of the adaptability of the life instinct to socio-economic con- 
ditions, in both normal and abnormal development.” 

By this investigation, there has been brought to light at least one 
“nuclear” discovery, which may be regarded as its main original con- 
tribution to the understanding of the life instinct and its disorders. This 
is the evidence of a widespread repression of impulses and ideas which 
relate not only to the basic reproductive relations of the individual, but 
also to the basic productive relations of society. 

Thus the contribution may be seen as a broadening of the psycho- 
analytic theory of repression, to embrace facts of the repression not 
only of sexual elements of behavior, but also of socio-sconomic and 
life-instinctual elements. Chief among these facts is the psychological 
resistance which is shown to recognizing the operations of capitalism— 
and primarily the appropriation by the capitalist class of the fruits of 
“surplus”, i.e., unremunerated labor of the working class. The pheno- 
menon is, in effect, the repression of a class instinct into which the life 
instinct normally matures, and it manifests the form of a psycho-social 
repression. 

In the course of this repression, the energies which are thereby dis- 
sociated from their naturally related ideas concerning socio-economic 
existence and self-betterment, become bound instead into various ration- 
alizations, or highly emotionalized illusions. 


Tue Eco IpeALs or PREDATORINESS AND COOPERATIVENESS 


How this repression is instituted and how liberation from it takes 
place, have also been outlined in this investigation. 

Briefly, the repression is set in motion by a definite ego ideal of 
predatory competition, or exploitative aggression, or what may be best 
described as “gaining at the expense of others”. The ego thus regards 
it as necessary and inevitable that advantage to any must always be ac- 
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companied by disadvantage to others—that whenever one person or 
group of persons gains, another person or group must lose. 

But it is the instinctual tendency of the masses of the laboring peo-- 
ple to fight collectively against this principle, and against the temporary 
minority classes which flourish upon it. On the other hand, the ego 
which entertains a belief in the inevitability of predatory competition 
is unable to comprehend and enter into the class struggle of the masses, 
among whom, incidentally, the psycho-analysts must be included. Un- 
der the domination of this illusory principle, the impulses of mass strug- 
gle appear unreasonable and unethical. 

Yet such collective endeavor is guided by a standard, although at 
first only dimly conscious, of cooperation for the progressive improve- 
ment of all— an ego ideal which is basically an “auto-catalytic” deriva- 
tive of the ego itself, and the best illustration of its reality-principle. 

The ego ideals of predatoriness and of cooperativeness may of 
course co-exist in the same super-ego, with selectively different psy- 
chical fields of operation. 


Lisipo or Appetite or Use-Lisimo 


For a complete understanding of how the life instinct operates, it 
is necessary to instigate another line of inquiry. This must start from 
the fact that the economic relations of society, as these vary with 
changes in the nature of the means of production, are influential both 
in maladjustments and in the normal operations of the life instinct. 
To explain their influences in psycho-analytic terms, the libido theory 
must be extended, so as to include those processes which obtain in the 
relations of an individual with objects vital to his existence, and in their 
interaction with erotic object-relations. 

For such an explanation and such an extension, the concepts of 
object libido and narcissistic libido alone will not suffice. Specializa- 
tions of these concepts, however, which may be indicated by the terms, 
use-libido and exchange-libido, will be found helpful. In these terms 
may be summed up two forms of energy which have hitherto been 
largely ignored. 

First may be mentioned the libidinal energy with which one in- 
vests an object capable of satisfying an asexual need. Here, of course, 
a distinciton must be made between the sexual libidinization of an ob- 
ject which has no essential sexual value, such as food, which is patho- 
logical, and that investment of it with emotional energy, for its use- 
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fulness to life, which is normal. For just as it is normal for a person 
to invest a certain amount of emotional interest in an individual of the 
opposite sex, as an object capable of satisfying a sexual need, similarly 
it is normal to invest emotional interest in objects of food and clothing, 
as capable of gratifying non-sexual needs of self-preservation or -better- 
ment. 

In the psycho-analysis both of the normal and abnormal manifes- 
tations of socio-economic adaptability, the latter asexual type of cath- 
exis is important in its own right. It is an asexual, or desexualized kind 
of object-cathexis, and may be termed a wse-cathexis or use-libido. 
Asexual and sexual use-libido would both be forms of “libido of appe- 
tite”. 


Lisipo or Action oR ExcHANGE-LIBIDO 


There is also another, distinctly different form of cathexis which 
has largely escaped attention. This is the incentive energy with which 
one invests objects which, although themselves incapable of the satis- 
faction of fundamental needs, asexual or sexual, are more or less within 
one’s controol, and have the capacity of being exchangeable for objects 
or services which can satisfy these needs. The objects invested may be 
either persons or property. In the former category are to be included 
the individual’s co-workers or (usually pathologically) his employer; 
in the latter category are to be included the individual’s personal abili- 
ties and bodily resources, as well as possessions. 

This exchange-cathexis, or -libido, appears to be a specialzed form 
of narcissistic libido, yet which enters into object-relations, but as 2 
libido of action rather than of appetite. Its origins are probably the 
muscle-erotism of infancy, on which is built up an increasingly com- 
plex pool of neuro-muscular energies of aggressive and labor-producing 
kinds. 

That exchange-libido and use-libido are two separate entities is 
indicated by the facts that their functions are not interchangeable and 
that their interrelationship is not reversible. When an object such as 
food is invested with use-libido, the actual use of it for gratification is 
accomplished by means of expenditures of exchange-libido, and only 
so. The activation of use-libido is thus normally followed by expendi- 
tures of exchange-libido, but not vice-versa. 

On the cther hand, it is possible for such expenditures of exchange- 
libido to be pathologically inhibited, that is, when an individual is un- 
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able to take the necessary steps which are reasonably available for him 
to obtain the object, and feelings or behavior-patterns of inadequacy 
then result. In short, the normally available forms of energy for ef- 
fectual gratification are not always freely activizable upon activation 
of an appetite or need, and this affords a further demonstration that 
exchange-libido and use-libido, although related, are not the same thing 
nor even co-extensive. 

The concepts of use-libido, and especially of exchange-libido, are 
far from having been thoroughly investigated. In general, however, 
they are the only ones which serve to unify the psychological, the phys- 
iological, and the socio-economic aspects of the actual gratification, as 
well as the excitation, of needs. 


INTROJECTION OF HUMANITY 


In the replenishment of exchange-libido, the process of introjec- 
tion is particularly important. When the masses of the people are in- 
trojected by an individual as “goed” objects, and to a lesser degree 
from the introjection of “good” individuals, there ensues a flow of id 


energies to effectual ego forms which are the embodiment of exchange- 
libido. 


But the introjection of humanity as a whole has a qualitatively dif- 
ferent effect, as well as a quantitatively greater one, than the introjec- 
tion of an individual—in particular than the introjection of an individual 
in common by masses of the people, the process explained by Freud in 
Group Psychology and the Analysis of the Ego. 

When one individual introjects another, the result is an emotional 
subordination to the object and his interests, which may or may not 
be healthy. So, too, when an individual is introjected in common by 
a group, their interests are merely subordinated to those of the object, 
whether for better or for worse. Under such circumstances, if the in- 
trojected object represents the interests of a predatory class, the inter- 
ests of the group become subordinated to those of the predatory class, 
with such dire results as are exemplified by the dupes of Hitlerism. 

On the other hand, when the masses of the people are introjected 
as good objects by an individual, the interests of the latter become sub- 
ordinated to those of the people as a whole. And since there really ex- 
ists a community of interests between the individual and humanity as 
a whole, this type of subordination produces over a period of time the 
most far-reaching and progressive social and historical effects. 
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Under these circumstances, the ego is not only permitted, but in- 
structed to operate with the maximum effectuality as the agent of the 
individual in his class relations. The ego is required to entertain the 
aggressive impulses, originating in the id, which may be necessary to 
defend the working class against whatever dangers, and to liberate the 
impulses of solidarity and cooperation with the whole human race, 
which are always leaping from the id toward more perfect conscious ex- 
pression. 

The super-ego thus assumes the aspect not of a father, sheltering 
but stern, not, in fact, of any one individual, but rather of countless 
numbers of interdependent brothers and sisters, at once invincible and 
“good”. ‘The ego-super-ego relationship which results is uniquely ex~ 
hilarating to the ego, producing in it a feeling of confident power which 
is simultaneously tempered by the reality-principle. The developmental 
basis of this super-ego is an identification predominantly with no one 
individual, but with an imago of the entire human race. 

It is clear that introjection of the masses as “good objects” must 
serve to allocate to the ego increasing stores of the kind of libido which 
has been distinguished functionally as exchange-libido. That is, the 
special libido of action, or adaptive and integrative energy, which makes 
possible the attainment and utilization of objects in which use-cathexes 
have been invested. 

Thus the extension of the libido theory is related to a broadening 
of our knowledge of introjection. 

The normal emotional development of the individual must contain, 
as a necessary phase, the ability to introject the “good” masses. For 
such introjection alone permits the liberation and expansion of the most 
important of the aim-inhibited sexual feelings and impulses—those of 
democratic comradeship, utterly different from every benign or ma- 
lignant form of sectarian “comradeship”. The writer considers it pre- 
dictable that on the basis of this process, the Oedipal and counter- 
Oedipal psychology of contemporary society will become completely 
replaced in the future by a “fraternal” or equitably cooperative (as 
against parasitically “cooperative”) psychology, such as is already pres- 
ent in the Soviet Union. 

It is of interest that in the U. S. S. R., where such introjection of 
the masses is in general a universally established phenomenon, the de- 
lusions of persecution and self-accusation which arise from a psychotic 
harshness of the super-ego, are ones for imagined shirking and social 
irresponsibility. And in earlier years, nearly the only type of psychosis 
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which resisted numerical reduction in the Soviet Union, was exhaustion- 
psychosis. Of whatever other psychological significance these pheno- 
mena may be regarded, they are significant of a particularly deep-rooted 
ego ideal of cooperativeness. 


IDEOPATHOLOGY 


Especially where facility for introjecting the masses as “good ob- 
jects” fails to develop, or becomes impaired, or where over-susceptibil- 
ity to it has developed, symptoms of maladjustment and other conse- 
quences of clinical interest are observable. On the one hand, the intro- 
jection of the masses as “bad” objects, and the inability to introject 
them as “good”, can frequently be observed behind the pathology of 
the ordinary neuroses and psychoses. 


However, other disorders, of a peculiarly “ideological” character, 
are traceable to the same aetiological source. Individuals who show a 
strongly chauvinistic tendency in any form, whether male, national, 
or race chauvinism, are victims of such pathology. Similarly, those 
who are pro-fascist, or pro-anarchist, whether in name or in deed. Per- 
sons who subscribe to beliefs which may be variously characterized as 
pro-appeasement, traitorous, defeatist, or capitulationist may be classi- 
fied in the same manner. Careerists, opportunists, cynics, jingoists, 
and “abstractionists” or philosophical idealists, are further examples. 
These syndromes, which obviously overlap, should be clinically desig- 
nated as ideoses or ideopathies, depending upon whether the individual 
case is more or less irreversible and resistive to improvement. The re- 
tardation which they give to individual and social betterment marks 
them as disorders of the life instinct. 


The subject may be termed that of ideopathology. The deeper 
psycho-analysis of the individual differences in susceptibility of dif- 
ferent people to these abnormal conditions, is of evident urgency. 


GENERAL CLINICAL IMPLICATIONS 


That clinical implications are inherent in these findings 1s discov- 
erable by any psychiatrist upon investigation, especially of war neu- 
roses and psychoses, and is demonstrated by material in preparation by 
the present senior writer. It has already been the independent observa- 
tion, though virtually unpublished, of a number of psychiatrists, that 
mental phenomena appearing of crude sexual ‘significance are often ac- 
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tually examples of socio-economic symbolism. For therapeutic pur- 
poses, these phenomena and surprisingly many others, are most accur- 
ately and effectively to be interpreted as distorted attempts on the part 
of impulses toward economic improvement, to achieve liberation and 
gratification. 
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PSYCHOPATHIC PERSONALITY AND THE 
CONCEPT OF HOMEOSTASIS 


Rosert M. Linpner, Pu. D. 
U. S. P. H. S., Lewisburg, Pa. 


As sciences have grown to maturity, it has been found that many of 
the disciplines soon organize themselves around a central theory or fact 
which unites hitherto disparate phenomena. Thus, in medicine, the 
micro-organic theory of disease pointed the high-road to therapy by 
gathering together, under one heading, numerous punctiform observa- 
tions; while in the same manner the theory of biogenesis provided a se- 
cure foundation upon which modern concepts in biology inevitably 
came to rest. In each case, the central theme is basic to a thorough un- 
derstanding of what follows. 

Psychopathic personality, although diagnosable and, as Cleckley has 
brilliantly shown, a valid and reasonable clinical entity, still has eluded 
synthesis within an all-embracing theoretical framework, and this may 
well be the reason for the confused thinking on the subject. Moreover, 
when we realize that the behavior of the psychopath can only be as- 
sessed in terms of the culture in which he lives, and that one behavior act 
is considered symptomatic of psychopathy in a given society but not in 
another, the need for bringing the classification within the compass of a 
broad explicatory thesis becomes evident. 

The principle of homeostasis seems to be a universal hypothesis that 
may contribute toward the final resolution of the puzzle of psychopathic 
personality. 

Homeostasis was initially applied by Cannon, its enunciator, to the 
biological sciences. In 1926, after long investigation directed toward 
the problem of stability in living things, he observed the operation of 
physiological automatisms apparently aimed at restoring balance and 
continuing organisms in a ‘normal’ state. From such observations, he 
concluded that all bodily processes are, in the last analysis, aimed at 
maintaining a definite physico-chemical equilibrium. This function he 
called homeostasis, and by it he implied something dynamic rather than 
static, a mobile balancing of forces and functions having distinct sur- 
vival-value. These automatic processes include such well-known read- 
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justments as those which maintain and hold constant body temperature 
the proper pH concentration of the blood, and the interchange of or- 
ganic salts. 

Cannon conceived homeostasis as carried on by two procedures. 
The first is by storage as a means of adjustment between periods of 
abundance followed by periods of deprivation; the second is by over- 
flow of excess. The holding of glycogen by the liver to be released 
as the body needs it is an example of storage; loss of glucose via the kid- 
ney when its concentration in the blood exceeds a certain level is an ex- 
ample of overflow. 

Within recent years homeostasis as a principle has been extended 
beyond the original intention of its enunciator to apply to ‘foreign’ fields. 
Currently it is receiving attention as an explanatory principle in psy- 
chology with a bold attempt to give it the status of an ‘instinct,’ and to 
have it share honors with Freud’s Eros and the layman’s notion of hun- 
ger and reproduction. 

As clinicians, we have often observed how an individual, faced with 
a problem arising internally or externally, engages in aberrative behav- 
ior. We are used to regarding such behavior as a drastic way of stilling 
the conflict, and most of us are convinced that the mode of activity 
fixed upon provides a solution to the perplexity. The point is, that the 
solution fixed upon is satisfactory to the performing organism. No mat- 
ter how bizarre or fantastic this behavior may be, it represents the ‘best 
solution’ for the individual in question, although it may run the gamut 
from escape to withdrawal, from attack to defense. Escape is typified 
by the catatonic who binds himself into a mental cocoon sealed off from 
harsh reality, meanwhile permitting an unreined indulgence in lavish in- 
ward fantasy. In attack, the paranoid lashes out at reality by projecting 
himself into self-nourished delusions which transport him from insig- 
nificance into panjandrum. Thus we observe the operationism of a me- 
chanic by which the individual passes from reason to unreason. The in- 
tolerable situation precipitates behavior modes directed toward the re- 
storation of balance. That such a balance is precarious and ‘maladjust- 
ed’ from the social point of view matters little to the tortured perform- 
er. It suffices only that the tension ceases. Now were it not for these 
anomalous modes of behavior—ranging from criminosis through neuros- 
is to psychosis—the only solution would be self-destruction. Suicide, 
then, represents a failure in the homeostatic processes, just as it may be 
said to have failed when death results from the overpowering of the body 
by micro-organisms. 
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The application of the principle of homeostasis to psychopathic per- 
sonality allows the clinician to account for the discrepancy between the 
performance of the psychopath and the fact that he is so capable of ver- 
balizing his difficulties. The psychopath will readily admit guilt; he will 
seem to show almost amazing insight; he will appear to be sincerely re- 
gretful; and he will faithfully promise to reform. Yet, in a short time, 
he will repeat the same senseless, seemingly purposeless actions as have 
characterized his behavior to that time: and for the explanation of his 
new activity, he will again have only words. This type of performance 
has prompted Cleckley to refer to the entity as semantic dementia. But 
homeostatically viewed, the violent rejection of authority, the hostility, 
the migratory tendencies, the destructive and blind lashing out of the 
psychopath all appear as ‘appropriate’ methods for restoring the dynamic 
equilibrium of the personality. Essentially, the psychopathic personality 
is a battlefield wherein mutually antagonistic but unequal forces engage. 
The conflict between analytically determined drives and needs and so- 
cial prohibitions generates tension which must be released if the indi- 
vidual is not to disintegrate. The tension then must be discharged. Be- 
cause, in the psychopath, the superego is stunted, id inevitably achieves 
dominion, and the form of the discharge is characteristic of the well- 
known symptomatology. Whether this emergent behavior is brutal rape, 
blind and unheeding flight, or an unprovoked physical attack, it serves 
an homeostatic purpose. It represents the best adjustment the individual 
can make in the state of conflict and tension produced. 

Psychopathy seems to have its precipitation in infancy. In this per- 
iod lies the trauma, the hazards, and difficulties which play upon a pre- 
disposed organism. The crux apparently lies before the oedipal situa- 
tion has been resolved, and hence the introjection of society (which pro- 
ceeds through the father image) can never be fully accomplished. The 
oedipal fixation results, furthermore, in an ego shot through with id urg- 
ings and incapable of self-regard and analysis. So the field is left free for 
id and stunted superego to duel for mastery. Herein is generated not 
only the energy but also the direction which the homeostatic readjust- 
ment is to take. In later life, reminiscent experiences call forth available 
restorative techniques, leading thusly to the open rejection of authority, 
retributive violence and revenge for the fantasied castration, and pun- 
ishment for the incestuous imaginings which plague the sufferer. 

Of the two mechanisms through which homeostasis operates, psy- 
chopaths seem to make use of overflow exclusively. This may, indeed, 
be the distinguishing feature of a diagnostic entity. Since the expression 
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is outward, always directed away from the self, we can hypothecate the 
accumulation to excess of tensions which, for the organism’s own safety, 
must be discharged. Dialectically, this makes sense, and clinically it is 
a warranted assumption deserving further study. 

All of us who have had to deal with psychopaths in the prison sit- 
uation can recall] instances when we have been approached by such per- 
sons demanding that they be put away, placed in hospital, or confined to 
detention cells. They appear before as overwrought, anxious, and ex- 
cited. They tell us they can no longer abide things; they feel a blow- 
off coming on; they are going to become involved in further difficulties. 
In other words, they recognize that inner tension has reached the boil- 
ing point; that soon the only adjustment left to them, the only way back 
to an inner stability, will be some mode of behavior for which prison au- 
thorities have little appreciation. We are all familiar, too, with the 
curious fact that many psychopaths engage only spasmodically in aggres- 
sion and hostility, and then subside into an apparently equable state. 
Such a periodicity can mean only that the personality is not always pre- 
pared to respond in a typical fashion all of the time; that there are psy- 
chological as well as physiological prerequisites. A further instance in 
the body of evidence for homeostasis in this sphere is the surprising lack 
of successful suicide attempts among psychopathic personalities. The 
mystery in this arises from the heretofore irreconcilable fact that, on the 
surface, psychopathic behavior seems sometimes aimed at self annihila- 
tion, and yet instances of aggression directed toward the self and culmi- 
nating in self-destruction are rare. 

In consideration of the above, it is difficult to evade the proposition 
that just as in physiology we find at work an automatic readjustment 
which provides for the restoration of the disturbed balance, so in the 
field of behavior such a mechanism can be held accountable for observed 
phenomena. Utilizing the insights this proposal grants, the manifest be- 
havior of the psychopath resolves to a tensional discharge which has 
as its aim the restoration of dynamic personality equilibrium. 

To aver to this viewpoint means to discount or at least to reexamine 
many of the noble experiments we have undertaken in the therapy of 
psychopathic personalities in prison. It means we must consider aban- 
doning our attempts at enforced regimen under artificial conditions, the 
occupational and trade-training therapies, the supervised confinement, 
and the therapeutic isolation. It would seem that we should deal with the 
problem on the level of habitual responses to conflicts, of substituting 
for typical behavior more approved ways of balance-achievement. It 
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means further that any therapy should be deep therapy; that our aim 
should be to uncover in every case the essential motivations and conflicts. 
Once this is done, it becomes a matter of aiding the personality in ob- 
taining the sought-after dynamic equilibrium by ways more highly re- 
garded socially. We must train ourselves to regard the behavior we see 
as a mechanical adjustment, a process of striving for satisfying quies- 
cence, for balance so that life can continue in what the individual or- 
ganism regards as a healthy state. Upon the establishment of motivating 
factors, treatment should substitute adjustment modes of a higher order, 
should aim to instill new ways of response to unbearable inner tensions 
and conflicts. Viewing apparently maladjustive behavior not as an end- 
result in itself but as an automatic striving for the recovery of balance, 
as homeostatically initiated and sustained, our job is to make acceptable 
behavior serve the same purpose. 

One cannot escape the medical parallel here. When the body does 
not spontaneously produce adequate antibodies, the physician injects 
some to help the organism combat possible infection. The psychiatrist, 
the psychologist, the entire rehabilitative personnel of institutions where 
psychopaths are held, should conceive of their therapeutic roles in a sim- 
ilar manner. In both cases, we serve the ends of homeostasis; the main- 
tainence of a condition of dynamic equilibrium, paradoxically, of ever 
changing constancy. . . 
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TREATMENT OF DEPRESSIONS WITH HYPOXEMIA 


M. O. Gurevircu, A. M. SuMskaya AND A. KHACHATUREAN* 
Moscow, U. S. S. R. 


TRANSLATED FROM THE RUSSIAN 


The favorable results psychiatry was able to achieve in the treat- 
ment of schizophrenia, served as an encouragement to extend active 
therapeutic measures to other forms of psychosis. The use of insulin 
and cardiazol (= metrazol) in the treatment of manic-depressive psy- 
chosis is known to be of value. However, it may be stated here that 
the treatment of manic-depressive psychosis by the methods recom- 
mended for schizophrenia hardly deserves serious consideration. We 
are of the opinion that methods which are not quite harmless, such as 
insulin shock or convulsive treatments, should not be used in psychoses 
which as a rule recover spontaneously. The possibility of dangerous 
complications in patients of this kind would present an absolutely un- 
warranted risk. When we treat a case of general paresis, because with- 
out treatment the patient is doomed, we are of necessity forced to take 
risks; when we have to treat schizophrenia with its poor prognosis, we 
are, to be sure, compelled to take risks. We think, however, that as 
far as manic-depressive psychosis is concerned, we should avoid any 
kind of risk. Therefore, in manic-depressive psychosis, convulsive 
medication should be regarded as unwarranted and insulin should be 
used only for the most difficult cases, and even then with utmost care.) 

At the same time, we are of the opinion that methods producing 
chiefly a cortical effect and suitable mainly in cortical pathology, such 
as is the case in schizophrenia, are hardly warranted in the treatment 
of manic-depressive psychosis, where we are dealing with dynamic dis- 
orders of vital functions connected with profound stem mechanisms. 

When we had the opportunity to choose a method which would 
have a therapeutic effect upon manic-depressive psychosis, and especially 
upon the circular depression, our choice was the application of anoxe- 
mia. We were guided by several reasons, the main of which was the 
fact that anoxemia affects invariably the same vital functions which ap- 
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pear disturbed in the circular psychosis. Although anoxemia had not 
yet been used for treatment of this type of psychosis, nevertheless, we 
found it recorded in the annals of psychiatric therapy. 

It is interesting to note that as far back as 1889, Wagner Jauregg, 
the founder of the modern active therapy of psychoses, expressed quite 
definitely the opinion that anoxemia, like infections, can become a meth- 
od of treating psychoses. He based this opinion upon the observation 
that some cases of melancholia were treated successfully following the 
patient’s frustrated attempts at self-hanging. Later, several authors ex- 
pressed themselves similarly, basing their opinions also upon cases where 
self-hanging had a positive influence upon depressions. In 1922 a similar 
case was described by V. P. Osipov. In 1931 Strauss strongly empha- 
sized that anoxemia can, in a case of self-hanging, cause changes in the 
brain-stem which sometimes lead melancholics to recovery. 

Later the question of therapeutic application of anoxemia aroused 
great interest in connection with the active treatment of schizophenia 
(especially wih insulin). As is known, a number of authors, especially 
in the United States, assume that the therapeutic value of insulin and of 
cardiazol depends on anoxemia caused by these drugs. This theory lead 
to attempts of treating schizophrenia directly by anoxemia, as a kind of 
“short cut” to active methods. Thus the application of anoxemia 
started in a wrong way, a fact which accounts for the poor results of 
this therapy. 

One of us (Gurevitch) in his report of November 1940,” based on 
experimental data obtained in our hospital, stated that anoxemia and in- 
sulin shock are not identical at all; that in anoxemia we do not have a 
cortical effect, as in insulin shock, but an effect upon the stem mech- 
anism which can lead to cortical symptoms only in case of repetition (in 
the event of severe anoxemia). Therefore, we thought that anoxemia 
cannot replace insulin shock for treatment of schizophrenia and several 
theoretical reasons confirmed this opinion. 

Two articles on the use of anoxemia were published in the Ameri- 
ean journal, Archives of Neurology and Psychiatry (1940). In these 

rticles our opinion in this matter was confirmed, namely, that (1) an- 
oxemia has an effect upon stem functions; (2) anoxemia and insulin 
courses are not identical; (3) anoxemia has no therapeutic effect upon 


schizophrenia. 

It is important to know that Americans in their experiments used a 
severe, almost complete, anoxemia, (“anoxemic shock”) which is very 
dangerous. After we first used anoxemia for treating circular depres- 
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sion, we worked out a method which essentially differed from the Amer- 
ican method in the sense that we not only did not try to produce a shock, 
but generally did not apply gas mixtures with an oxygen content lower 
than 9%. Moreover, we even avoided any possibility of symptoms of 
acute anoxemia. For this reason we conditioned our patients for anox- 
emia with exactly graded mixtures and with a continuously decreasing 
oxygen content. Changes of reaction on the part of the cardio-vascular 
and respiratory systems connected with this training were followed up 
during our systematic experiments, made always with the same patients. 


One of us (Khachaturean) worked out a method of grading the 
gas mixtures used for theraputic purposes. He based it on comparative 
data concerning dynamic changes in pulse, breathing and blood pressure 
obtained during successive inhalations of gas mixtures and the data ob- 
tained during a prolonged period of time at high elevations. Hence, the 
basic difference of this method and the method used by American au- 
thors consisted in the maximal use of the adaptability of the organism 
to the condition of anoxemia. In connection with this fact the physio- 
logical mechanism of the therapeutic effect of our method differs quite 
naturally from the effect caused by severe anoxemia. To be exact, what 
we use is not anoxemia, but hypoxemia. The result is that our method 
proves to be quite harmless. 


At the same time we are aware of the fact that as shown by the ex- 
perience of pilots and mountain climbers (Subbotnik, Samukhin, et al.) 
low degrees of anoxemia are enough to give stimulating effect, where- 
as higher degrees have a depressing effect (which is not at all what we 
are aiming at). The comparison between our gas mixtures and the stim- 
ulating influence of air in high altitudes, and the feeling of elation which 
is experienced by pilots warrants a few remarks. The feeling of elation 
experienced by pilots and mountain climbers results not only from hy- 
poxemia, but also from several psychological factors. When riding 
horseback er bicycling rapidly, one also experiences a stimulating effect 
without being in the state of anoxemia. Besides, and this is most im- 
portant, in our method of treatment through hypoxemia, we get a com- 
paratively rapid change of different gas mixtures and a return to the nor- 
mezy oxygen content of the air, while the general atmospheric pressure 
docs not change at all. Thus the effect of the hypoxemic method is not 
identical with the effect of the high altitude air; rather it is associated 
with changes in the partial pressure of oxygen within comparative short 
periods of time and accompanied by corresponding reactions of the vital 
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functions. As a result, we have shifts of mood which have therapeutic 
importance. 

It is obvious that further research is necessary in order to clarify the 
effect of hypoxemia upon mood, especially upon depression. 

As mentioned above, treatment of depressive conditions by hy- 
poxemia is carried on by frequently repeated inhalations, of short dur- 
ation, of gas mixtures of low oxygen content. 

The content of oxygen in the gas mixtures to be inhaled, decreases 
gradatim from 19% — 18% to 11% —9%. For this purpose, 150-liter 
Douglas bags are filled through gas clocks with nitrogen and oxygen in 
the proportion necessary for the given mixture. The percentage of oxy- 
gen in the mixture is also checked by analysis with the Goldan appara- 
tus. This makes us certain of the exact percentage of oxygen contained 
in every one of the prepared bags. 

The gas mixtures are prepared beforehand with 19% to 9% oxygen. 
A special adjustment allows us to switch on successfully the mixture 
necessary for the treatment. 


The Preparation of the Patient and the Technique of Hypoxemta 


Patients who are given the treatment by hypoxemia are first given 
a general clinical examination, a basal metabolism test, an EKG and an 
examination of pulse, blood pressure and respiration when completely at 
rest. 

Those physically fit are selected with the help of an internist. The 
main contraindications are diseases of the cardio vascular system (heart 
diseases, arteriosclerosis, hypertonia). The procedure of hypoxemia is 
carried out after one or two hours of rest. 

Before the patient begins inhaling the gas mixtures, he breathes at- 
mospherie air for three to five minutes through a tube. From this mo- 
ment on to the end of the whole procedure, (which also includes the 
period of recovery—half an hour after the hypoxemia), the pulse rate, 
respiration and blood pressure are recorded. 

During every procedure, the patient breathes successively out of 
several bags containing different contents of oxygen. The ratios of ox- 
ygen are fixed in such a way that the patient can be assured of a grad- 
ual increase or decrease of the oxygen intake. 

Thus, in the beginning of the procedure, bags with decreasing 
amounts of oxygen are switched in. Towards the end of the procedure, 
the switching in of the bags is carried out in the opposite order and the 
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course terminates with the patient’s again inhaling atmospheric air 
through a tube. 

The mixtures to be used for therapeutic purposes are fixed before- 
hand, depending on the plight of the patient and his reaction to hypo- 
xemia. 

The ratios used usually are in the following order: 18% - 16% - 
14%. During the subsequent days 16%- 14% - 13%; 15% - 13% - 
12%; 13% - 12% - 11%; and in special cases lower than 10% - 11%. 
The duration of the application of every mixture is from 5 to 15 min- 
utes. 

In every single case the period of inhalation for the initial mixture 
is 5 minutes, whereas for the basic mixture this period is from 10 to 15 
minutes, depending on the patient’s condition. 

The partial tension of oxygen in these gas mixtures corresponds 
approximately to the altitude of 500 to 5000 meters above sea level. In 
all cases where a sharp increase of blood pressure is observed, the pro- 
cedure of inducing hypoxemia is discarded. 

Before we applied this treatment to sick people, we first checked 
it on normal individuals. Our research subjects were physicians of the 
hospital and mountain climbers. Altogether there were eight people. 

The effect of hypoxemia in all these cases showed mainly in the 
change of the general condition after short periods of hypoxemia. Phys- 
icians noticed that after 20 or 30 minutes of hypoxemia, which was car- 
ried out during their working day, they felt less fatigued. Repeated hy- 
poxemia left no unpleasant sensations and the objective data confirmed 
this observation. 

After this preparatory stage of our work we started treatment of 
people with depressive conditions. Out of the sixteen cases we had, 
nine were cases of endogenous depression, seven reactive depressions, 
two schizophrenic depressions. Out of the nine cases of endogenous 
depression, seven patients recovered and are now working. 

In all cases, improvement was noticed after every hypoxemia and 
with every successive procedure the duration of the remission became 
longer and longer. After the first procedure an objective and subjec- 
tice improvement was observed. The patients declared that even dur- 
ing the procedure their condition gradually changed for the better. 
They became more cheerful, showed greater activity, and felt a need 
for contacts with others and for work. Patients were very pleased with 
their improvement. The feeling of despair and hopelessness disappear- 
ed. Sometimes a noticeable improvement could be seen after half an 
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hour, two hours, or three hours following the treatment, and the feel- 
ing of well-being lasted for a few hours or a few days. We also re- 
corded an improvement of sleep and appetite. In two cases of endo- 
genous depression positive results could not be elicited. In one case 
the improvement was of very short duration. In another case the hy- 
poxemia had to be stopped during the first procedure after six minutes, 
because of a sharp rise in blood pressure. 

Of the seven cases of reactive depression, five showed good results. 
Two of these felt an immediate effect after the procedure ceased. Be- 
fore the treatment started, one patient said that he had great difficulty 
in moving or speaking and that he could not sit up in bed. But after 
the treatment, he cheerfully told us that he’felt a pleasant freshness, 
“as if I were walking after a deep sleep.” Usually this condition lasted 
three or four days. Two cases of reactive depression showed no im- 
provement and treatment was discontinued. Both cases of schizophren- 
ic depression also showed significant improvement which manifested 
itself not at once, but successively, after three or four procedures, and 
the patients did not report it at first. Objective changes were also ob- 
vious. These patients became less depressed and more accessible than 
before. 

It is necessary to emphasize that in all cases of depressed condi- 
tions the patients never refused to resume treatment. Very often, as 
soon as the subjective symptoms of regression appeared, they pleaded 
with tears in their eyes to be taken back for further treatment. To il- 
lustrate this we present two cases. 


Case One: A female patient, N. N., aged 44, entered the hospital 
for the second time, September 23, 1940; was discharged January 22, 
1941. Diagnosis: Circular psychosis, depressive phase, second attack. 
The patient complained of despair and grief beyond endurance; sui- 
cidal thought and anxiety. “My suffering is unbearable. I have no 
interest in people around me.” Physical condition: dysplastic type; 
tongue coated; heart sounds muffled; pulse rhythmic, of fair quality. 
No changes in the lungs. 

Nervous system: Palpebral fissure left wider than right; slight 
exophthalmus; tremor of fingers; no other changes. 


Psychic condition before treatment: The patient is well oriented. 
Inhibited. Her movements are retarded, but sometimes she walks 
through the corridor rapidly, though swaying from side to side, as if 
she were about to fall. Occasionally, she remains in bed for long per- 
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iods of time covering her head with a blanket. She enters into conver- 
sation reluctantly, tears flood her eyes. During the examination she 
gets up from her chair and asks for permission to walk about. Clutches 
her hands on her chest, gazes into space, sighs heavily, gives abrupt 
answers to questions, replies often in form of counter-questions. Dur- 
ing eccupational therapy she sits a distance away from the rest of the 
patients, holds the work in her hands but does nothing. Sometimes she 
falls asleep in this position. She characterizes her own condition as “an 
inner cry which drowns out the suffering,” a condition of being “torn 
to pieces,” an “inner mental pain;” she wishes she could scream. “This 
is not a grief, this is martyrdom.” People around her do not understand 
her. “My whole life is a torture.” She thinks that everything is lost 
for her; everything is useless and senseless. She became indifferent even 
to her own child. The whole environment exists for itself and she lives 
quite detached from it. “Everything is gone never to come back. There 
is no life, what remained is only a physical shell.” 

In this condition the hypoxemia was started. During one and a 
half to two months twelve courses of hypoxemia were carried out. The 
patient breathed gas mixtures with an oxygen content of from 18% to 
10%. 

During the hypoxemia she noticed a pleasant sensation and mostly 
a desire to fall asleep. When the oxygen content was lowered to 12% 
she experienced difficulty in breathing. At the end of hypoxemia ob- 
jective exemination showed an increase in the pulse rate of 12 to 15, 
while the respiratory rate increased 4 to 5 per minute. 

After each procedure she had a sensation as if a heaviness were re- 
moved from her and her unpleasant thoughts disappeared. 


Objective symptoms: The patient was more lively and active, and 
spent her time in the company of other patients. 

After the first hypoxemia, which was given on 10-7-40, the pa- 
tient felt well all day, but at night her condition grew worse. 

After the second hypoxemia, carried out 10-8-40, with mixtures 
of 14.1% for 10 minutes and of 13.5% for 5 minutes, the patient not- 
iced that she not only felt well the whole day, but her sleep also im- 
proved. From this moment on she herself decided to take no more 
hypnotics. 

This improvement could be observed during the subsequent days 
immediately following the treatment with hypoxemia; sometimes it 
lasted shorter, sometimes longer. 
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On the seventh of January 1941, after the last (12th) procedure 
with hypoxemia, (13.8% for 5 minutes; 10.6% for 15 minutes) the pa- 
tient reported that her mood was quite even and quiet. Almost noth- 
ing remained of her previous conditions, and she did not like to be re- 
minded of it: “It is better not to remember.” Slept without medica- 
tion. Her facial expression was lively. The patient occupied herself 
all the time, and she was very sociable and friendly. She was discharged 
in good condition. 


Case Two: E. P., female, aged 45. Teacher. Entered the hospi- 
tal on 1-14-41. Diagnosis: Circular psychosis, depressive phase, 12th 
attack. Complains of: depression, fears, suicidal thoughts, a desire to 
kill herself and her family; is obsessed by the fear that she actually 
could do that. Sees in her imagination pupils of her class cut to pieces, 
covered with blood; has the same thoughts toward her own daughter. 
Thinks that “it would be better not to live at all.” Gets up from her 
bed with difficutly in the morning; unable to do anything; reads now 
and then. 

Physical condition: Noticed cracking of joints. Lungs: Decreased 
percussional sounds in both apices; otherwise negative. The breath 
sounds in the apices increased, at the bases decreased. Heart: enlarged 
towards left; apical sound muffled, first sound split; second aortic ac- 
centuated. Liver can be felt, tender. Laboratory data; within normal 
limits. Nervous system: negative. 

Psychic Condition: Before treatment: Orientation correct; move- 
ment and speech somewhat slowed down; facial expression adequate; 
personality accessible; depressed mood; cries when talking, often grasps 
her head with her hands, expresses thoughts of self-accusation. All the 
time she is cbsessed by the idea that she has to kill her daughter and her 
husband. At the sight of a sharp instrument she shows fear that she 
would kill herself or some one about her. She was never like that be- 
fore, now she has become “no good;” there is no place for her in the 
world; she is worse than any one else, “a beast lives in me.” 

On January 23, 1941, the treatment began. The patient’s pulse 
rate was 64, respiration 12, blood pressure 160/60. The first course 
of hypoxemia was as follows: 17.7% for 15 minutes—14.7% for 10 min- 
utes. Hyperemia of face; treatment was tolerated with ease. 

After treatment patient felt relieved immediately. Her headaches 
decreased, her mood improved, she felt a desire to work. This condi- 
tion lasted until evening. Then her former condition returned. 
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January 28, 1941, second hypoxemia: 16.2%, 15 minutes—11.8%, 
10 minutes. Pulse 68; respiration 12; BP. 120/40. Later: pulse 72; 
respiration 14; BP. 140/45. Hyperemia of the face—patient noticed a 
difference when the gas mixtures were changed. 

After treatment her mood changed abruptly; the patient said: “The 
dismal thoughts are disappearing.” She felt well until evening. Before 
going to sleep she experienced a feeling of anguish, “gloomy thoughts, 
everything becomes repulsive.” She hated herself, imagined before her 
eyes sharp instruments—knives; worked with difficulty. Asked for more 
frequent treatments. 

After three days, another treatment of hypoxemia was given: 
16.8%, 10 minutes — 14.6%, 10 minutes, — 10.8%, 5 minutes. Pulse 60; 
respiration 14; BP. 140/70. Later; Pulse 64, respiration 16, BP. 
110/65. 

After treatment: “My head feels easier.” Felt a desire to sleep. Af- 
ter half an hour felt inclined to work and to meet people. The depres- 
sion disappeared. Considered herself well. “Before, I wanted to put 
myself and my daughter to death.” Now she experienced the desire to 
see her child, and a general feeling of joy. During meals she paid no 
attention to sharp instruments. Her sleep improved; appetite reappear- 
ed. This condition lasted three days, whereupon the original condition 
returned. 


February 4, 1941, fourth bypoxenia. 15.8%, 10 minutes — 13.4% 
10 minutes — 10.4% 5 minutes. Pulse 56; respiration 16; BP. 130/80. 
Later: Pulse 72; Respiration 10; BP. 120/70. Patient lies down with 
her eyes closed, feels drowsy. The face is hyperemic. 

At first, a light frontal headache occurred, which soon disappeared. 
During her afternoon nap she slept soundly, awoke in good condition 
which lasted until evening. 

Before the next treatment she was again restless, could not work; 
wrote a letter to her husband in which she expressed suicidal thoughts. 
Wrote that she was a useless person and that physicians should do away 
with such sick people as herself. Complained of “intense melancholy.” 


Fifth hypoxemia: 15.6% 10 minutes — 13.4%, 10 minutes — 10.2% 
10 minutes. Pulse 68; Respiration 10; BP. 120/75. Later, Pulse 68; 
Respiration 12; BP. 125/75. Marked hyperemia of her face. Slight 
pains in the frontal region which soon disappeared. At the end of the 
treatment she breathed with difficulty. 
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After the treatment she declared at once: “My depression is gone, 
it exists no more.” She joked: “I am sure you are training me to be a 
pilot.” Then she mentioned that during the inhalation of the third gas 
mixture her headaches gradually disappeared. 

Her condition progressively changed. Her depression decreased, 
then all of a sudden, she became very cheerful. Gloomy thoughts dis- 
appeared and instead, the feeling of relief became pronounced; she did 
not feel tired. On the contrary, she felt an increase of energy and a 
craving for work. “I am cheerful” she said. “If only this . condition 
would last a long time.” She tore to pieces the letter she wrote to her 
husband in the morning, in which, in a moment of despair she had said 
goodbye to him. 

This improved condition lasted two days. Then again the original 
condition returned. The patient remained in bed continuously, “could 
not get up, had no energy.” Could not walk by herself to the treatment 
room; had to be wheeled in a chair. 

She tolerated next treatment (15.8%, 5 minutes — 14.3%, 7 min- 
utes) with difficulty. During the seventh minute the blood pressure was 
at 140/790, later it rose to 160/70. Respiration became embarrassed, 
treatment was discontinued. 

After two or three minutes the blood pressure fell within one min- 
ute to 120/85. 

The patient asked to continue with the treatment, claiming that she 
felt well. In her ward she began to serve on herself and asked for per- 
mission to take her meals in the dining room. She was discharged in a 
good condition ready to accept a job. 


CoNCLUSIONS 


Although our material presents a relatively small number of cases, 
it is, however, quite certain that in a great number of cases improvement 
was brought about immediately following individual treatments, and 
lasted from a few hours to a few days. Besides, the periods of well-be- 
ing were successively of longer duration. 


Thus, the symptomatic importance of this method of therapy may 
be regarded as quite certain. The question as to whether the periods of 
depression were diminished with the help of this method, or whether the 
improvement would have come about spontaneously at any rate, is very 
difficult to answer as yet. But, as the rseult of our observations, we are 
of the opinion that we are justified in associating the improvement of the 
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depressions with the given treatment which, quite obviously, accelerated 
the appearance of lucid intervals. 

The theoretical reasons we discussed as well as the results we re- 
ceived with our treatment of depressive conditions by. hypoxemia, per- 
mit us to regard this method as one that deserves further investigation 
and application to a large number of cases, especially because there can- 
not be any doubt as to its harmlessness. 


(1) A similar point of view was expressed by Schroeder (1940) who, among other 
things, observed as a result of convulsive treatment of manic-depressive psychosis, a con- 
stant amnestic syndrome. 

(1) Journal of Neuropathology and Psychiatry, No. 1, 1941. 
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THE PSYCHIATRIC EXPERT AND THE LAW* 


ALFRED FEINGOLD 
Attorney at Law, New York City 


Those psychiatrists and lawyers who are blessed with imagination, 
an appreciation of science and a social, philosophical approach to the 
problem of their respective professions, must be aware of how closely 
allied their problems are. In many respects they must also be aware of 
the restrictions which prohibit the acceptance of their findings and theor- 
ies,—one by the other. 

There are those in my profession who honestly believe that when a 
man steals a loaf of bread, ipso facto, he is guilty of larceny, and there- 
fore a criminal; there are those who are more charitable and who believe 
that such a person is not a villain but a victim,—a victim of his social sur- 
roundings; there are still others, who are audacious enough to believe 
that bread-stealing may be the direct result of mental illness. 

Lest I be accused of being lacking in social outlook, perhaps the fol- 
lowing illustration will make my point: 

If I take one hundred undernourished, underprivileged families 
in a given area, with their respective heads of family, I presume to say 
that in the event of hunger, one hundred men will not descend with 
rocks in hand upon the neighborhood bakery to smash the windows and 
denude the shelves of loaves of bread. It is the exception rather than 
the rule that the hungry man defies the social order by such an overt 
act. While I do not dismiss the social factors present in the illustration 
given, to my mind, they are merely contributing factors to what must 
be essentially a psychiatric problem. 

It is but a step from this simple example to many other examples of 
criminal and civil law, such as assault and battery, divorce, mayhem 
(sadism), murder (patricide, matricide), impairing the morals of a child, 
will contests with monomania, etc. 

Psychiatrists are intimately aware of these problems. They are 
aware of their scientific correction and know best how to arrest them. 


* Paper read before the Association for the Advancement of Psychotherapy, at the 
Academy of Medicine, New York, November 24, 1944. Mr. Feingold is the General 
Counsel of the Association. 
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On the other hand, the law must and should be made aware of the great 
role which psychiatry can play in shaping the law of the future. 

It was said by the late Justice Holmes: “The life of the law has not 
been logic; it has been experience.” 

Again, it was said by the revered Judge Cardozo: “Law is indeed an 
historical growth... . The great tides and currents which engulf the rest 
of men, do not turn aside in their course and pass the judges by.” 

Members of both professions recognize that scientific facts rather 
than theory must be the basis of a mutual working arrangement. 


It was a lawyer who said: 


“Nevertheless, within the limitations of these.special judicial rules, 
judicial practice is entitled and bound to resort to all truths of bu- 
man nature estab¥ished by science, and to employ all methods recog- 
nized by scientists for applying those truths in the analysis of testi- 
monial credit. Already, in long tradition, judicial practice is based 
on the implicit recognition of a number of principles of testimon- 
ial psychology, empirically discovered and accepted. In so far as 
science from time to time revises them, or adds new ones, the law 
can and should recognize them. Indeed, it may be asserted that the 
Courts are ready to learn and to use, whenever the psychologists 
produce it, any method which the latter themselves are agreed is 
sound, accurate, and practical. If there is any reproach, it does not 
belong to the Courts or the law. A legal practice which has admit- 
ted the evidential use of the telephone, the phonograph, the dicto- 
graph, and the vacuum-ray, within the past decades, cannot be 
charged with lagging behind science. But where are these practical 
psychological tests, which will detect specifically the memory-fail- 
ure and the lie on the witness-stand? There must first be proof of 
sientific recognition that they are valid and feasible. The vacuum- 
ray photographic method, for example, was accepted by scientists 
the world over, within a few months after its promulgation. If there 
is ever devised a psychological test for the valuation of witnesses, 
the law will run to meet it. Both law and practice permit the call- 
ing of any expert scientist whose method is acknowledged in his 
science to be a sound and trustworthy one. Whenever the psy- 
chologist is really ready for the Courts, the Courts are ready for 
him.” 





In pressing that the medical profession accept “the psychopathic 
personality” as being a mental illness, a psychiatrist recently said: 
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“All of us are familiar with the usual sequence of events. Dozens of 
times, scores of times, the subject is arrested for his troublesome or 
incompatible conduct and perhaps serves short terms in jail only to 
be released and continue as before. More often his relatives make 
sacrifices to pay him out of the consequences and he continues with- 
out even a brief interruption. In my own experience it has some- 
times seemed that the judges, juries and other laymen concerned 
surmise enough of the truth, despite our own expert opinion to the 
contrary, to realize that they are dealing with mental illness. At any 
rate, it is customary in the courts with which I have any acquaint- 
ance to let most so-called psychopathic personalities avoid legal pun- 
ishment on the attorney’s claim of incompetency; and even the 
poorest attorney can present an array of valid and pertinent evi- 
dence frorn his client’s past behaviour sufficient to establish incom- 
petency not only for one man but often for a dozen. They are then 
sent to psychiatric institutions, where they are promptly, and cor- 
rectly by our present definitions, discharged as sane and competent. 
Surely all of us have seen this farcical cycle repeat itself dozens of 
times in the career of a single patient. We cannot blame the law- 
years or the laws for this. And we are hardly so foolish as to blame 
the patient. Can we justly lay the fault anywhere but at our own 
feet? 


At least up to this point, the professions stand in agreement. But 
do we stand in agreement upon anything, and if not, why not? 

There is no doubt in my mind that any intelligent member of the 
bar recognizes that if A is discovered doing a whirling dervish, scream- 
ing with glee, before the burning barn of B in the night time and with 
all the legal trimings that go with the crime of arson, and if it be shown 
that B was a stranger to A, and that A had no particular purpose for 
burning B’s property, A’s place is in a hospital and not in a prison. 
The same is true of the man who criminally assaults a ten year old fe- 
male and thereafter proceeds to mutilate her body. Murder? Yes. But 
inwardly, there is something about this horrifying violence that is so 
contrary to the norm that it makes one sense the presence of an illness 
in the perpetrator of these acts. 

This feeling is not without foundation. That there is definitely 
something wrong with the person who departs from normal conduct has 
been evidenced,—for example, by an interesting study of a hundred in- 
mates of Sing-Sing, who were serving terms for the crimes of murder, 
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manslaughter, assault, robbery, grand larceny, kidnapping, receiving 
stolen goods, sodomy and rape. There was a finding there. From this 
interesting study of these prisoners as a class, a distinct impression of 
great immaturity was demonstrated. 

This straying from the norm does not reflect itself in the law for this 
is what happens: 

A murder indictment is returned. The defense rests upon an in- 
sanity plea and the prosecution announces it will prove defendant’s san- 
ity beyond a doubt. The legal profession and the public at large is then 
treated to the spectacle of psychiatrists on both sides of the fence po- 
litely testifying that they disagree with Dr. Doe and while Dr. Doe is 
not a liar, he is sadly mistaken in his diagnosis. And so the law and psy- 
chiatry agree by halves,—for invariably the prosecution and defense see 
to it that the psychiatrists on one side do not numerically outweigh the 
other. 

It is my firm belief that the reasons for this situation must be laid 
at the doorstep of the psychiatrist. While it is true that the criminal 
law, as well as civil law, in “matters psychiatric,’ draws distinctions 
which have no basis in psychiatry, the fault is not that of the lawyer. 
Law is shaped by the-course of human experience. If, for example, the 
ability to know the nature and quality of one’s act, and to know that it 
was wrong, is the legal formula for determining the difference between 
criminality and insanity (mental illness); and if, psychiatrically speak- 
ing, the wrongdoer is insane, regardless of his ability to know the nature 
and quality of his act and to distinguish between right and wrong: it is 
for the psychiatrist to direct the course of human experience so that 
these meaningless distinctions may be obviated. That psychiatrists have 
permitted the law to propound and adhere to an unscientific formula, in 
part contributes to the fact that the psychiatric expert shapes his testi- 
mony to fit the legal occasion presented. What respect can the psy- 
chiatrist expect if A, under the definition of the Mental Hygiene Law is 
subject to commitment as mentally ill, but under the definitions laid 
down by case law and precedent is competent to execute a will and who, 
under a third definition of “insanity” in the Penal Law, may be adjudged 
a criminal? I maintain that this hodge-podge is the result of the psy- 
chiatrist’s failure to impress his scientific mold upon the plasticity of the 
law. 

The psychiatrist can bring about the desired changes in the law. 
There must be a dignified simple approach to the problem. The legisla- 
tor and the public must be made to appreciate that the mind, as well 
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as the body of man, is subject to illness. This should be made the 
chief objective of the psychiatrist because from such a basis collateral 
benefits will stem. To illustrate—nothing is accomplished by perfecting 
a lie detector, if the person examined is mentally ill. 

The psychiatrist must emphasize the basis of the profession,—that 
people suffer from mental ilness and place less emphasis upon such lovely 
offsprings as the lie detector. Psychiatrists can presently diagnose men- 
tal illneses without the aid of a lie detector and the public must be made 
to grasp the fact that mental illnesses can be diagnosed directly with a 
sufficient scientific certainty. 

The public must be educated. Just as the public takes for granted 
that John “that horse of a man,” must take things easy because he is suf- 
fering from a heart disease (because a heart specialist said so), so must 
the public accept that John, who is a “swell fellow” at times, and who 
occasionally has fits of depression, is mentally ill,—if a psychiatrist says 
so. 

This business of appreciating that a mental illness exists is a most 
difficult thing to grasp, especially for a layman. Many years ago this was 
graphically and dramatically demonstrated to me. 

I had been retained to establish the sanity of Miss X before a: judge 
and jury in our Supreme Court. Many psychiatrists and members of the 
Bar are unacquainted with those sections of the New York Law which 
permit this legal, as distinguished from psychiatric, method of deter- 
mining the sanity of a person.” She had been committed by the usual 
certificates of two psychiatrists. Once the order of commitment was 
signed by a justice of the Supreme Court, resort was had to a writ of 
habeas corpus, which proved unsuccessful. We then moved by peti- 
tion for a jury trial on the issue of sanity. There I was, having taken 
the necessary legal steps, fully prepared to establish to the satisfaction 
of “twelve men good and true” that the good psychiatrists of one of 
our well known institutions were sadly mistaken in committing Miss X 
to an institution for the mentally ill. Hadn’t I been so advised by two 
psychiatrists of good standing? 

The trial progressed for three days. The testimony of the psychi- 
atrists for the State was discredited on cross-examination, a phase of prac- 
tical technique which will be discussed later. Miss X proceeded to take 
the stand and evidenced how absurd the attempt was to commit her. 
Her psychiatrists were then called and testified that she was sane. The 
latter of my psychiatrists was an extremely soft-spoken man. He re- 
viewed the history of the case. The jury hung on his every word. I 
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then summarized his testimony by asking — “So that in your opinion 
Miss X is not mentally ill?” The jury leaned forward as a man, await- 
ing his answer. The answer came in the affirmative — “Yes.” With 
a deep breath the jury relaxed and leaned back in their chairs. I sensed 
that that finished the State’s case. With a ring of triumph in my voice, 
I announced: “Petitioner rests.” 

No sooner had the words left my mouth, when the august halls of 
the Supreme Court were rent by the screams and cries of Miss X. She 
accused the judge and me of having conspired to have her committed. 
She ran from one end of the courtroom to the other. She turned on the 
psychiatrist who had just testified to her sanity and struck him about 
the head and neck causing a large bruise from above the hairline to the 
shoulder. She was taken from the courtroom in a straitjacket. 

Without giving you further details, it is sufficient to make my point 
to tell you that she was ordered committed. I was chagrined, I was ang- 
ry with her. I remember stating “Oh! If only she hadn’t done that, 
if she had contained herself a bit longer, she would be free. She lost 
her own case. If she hadn’t brains enough to keep quiet, she deserves to 
be sent away.” 

It was then that I attained my first understanding of what a mental 
illness really was. One of the opposing psychiatrists spoke with me, 
earnestly and forcefully. He explained that she was ill — that she was 
as blameless as a person who cries out from a pain caused by some organ- 
ic ailment, that she was just as ill as if she were suffering from cancer or 
some other disease. Once that permeated, understanding came. Once 
the finger of derision is no longer pointed at a mentally ill person as be- 
ing “crazy”, and it is understood that such person is ill, not only will the 
patient’s lot be a happier one, but so also will be the lot of the psychi- 
atrist, because the public, understanding that such illnesses exist, will 
seek out the psychiatrist to alleviate the suffering of the afflicted. 





I repeat that the psychiatrist must convince the public of the scien- 
tific reliability of psychiatry before legislators, the judiciary and Bar 
will accept their conclusions as being such factors in the course of events 
as shape the mores and laws of the future. They are, after all, laymen, 
who have all the prejudices, jealousies and shortcomings of human be- 
ings; they are steeped in precedent, are guided by public opinion, and 
are wary. Those who formulate our laws cannot hope to be psychia- 
trists but they can be educated to have faith and trust in the science of 
psychiatry. 

There are those who maintain that the mental process is so com- 
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plex and variable that millions of instances must be studied before safe 
generalizations can be made and that therefore the advance of psychi- 
atry from the legal standpoint must remain inert. 

Any such view is the result of ignorance. Although our mental 
hospitals and mental hygiene clinics may be lacking in facilities, they 
have not lacked and do not lack patients. Those physicians who have 
been fortunate enough to examine the vast number of patients who daily 
flock to our institutions have fascinating stories to tell — stories which 
are replete with scientific findings which, if understood by the layman, 
would stagger his imagination. The psychiatrist has been able to find 
and fix certain mental patterns and in time will determine others. There 
must be a free exchange of these findings by the profession, a correlation 
of these findings and a firm determination that, once a safe generaliza- 
tion is reached, the profession will cause its acceptance by the public. 

No amount of interchange of theories and scientific data among 
psychiatrists themselves, will have its effect upon the law. Laws, pres- 
ently unsound psychiatrically, can be changed only by psychiatrists 
who will undertake to make the public “psychiatry conscoius.” And so 
we must consider the psychiatrists approach to the law — and to the pub- 
lic. 


* * * 


Some psychiatrists, as well as some other experts, are not immune 
from the influence of the fee. The psychiatrist who permits himself to 
be influenced by large fees is a detriment to his profession because his 
colored opinion is one of the chief causes for creating doubt in the public 
mind as to the stability of any psychiatrist’s expert opinion. The psy- 
chiatrist should realize that the influenced opinion is fraught with danger 
and may, without warning, destroy his professional standing and repu- 
tation. My example of Miss X before, clarifies this point. The expert 
who testified for her, did her, her family, myself, the court and the jury 
and his profession a disservice. It should be said in his behalf, that after 
her outburst in court, he immediately informed the court that he had 
changed his opinion and was permitted to impart this conclusion to the 
jury. 

Perhaps the dilemma in which the psychiatrist found himself in 
Miss X’s case was not caused by a large fee. His opinion might well have 
been biased by the prevailing custom of adversaries calling different psy- 
chiatric experts. This practice is to be condemned by both the legal and 
medical professions. It is not pretty to see and hear opposing psychia- 
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trists politely insinuating that the other is “mistaken” about any opinion 
he has offered. I do not agree with those members of the bar, who hold 
that the opportunity given under our present system of examining and 
cross-examining an expert is the cure-all. Too great a premium is placed 
upon the appearances, deliveries and personalities of the expert and the 
lawyer, and too little stress is placed upon the knowledge of the expert. 

Too many incompetent persons falsely pose as experts and too many 
lawyers with a smattering of psychiatry profess to be able to play the 
role of the advocate in cases dealing with psychiatric problems. In my 
opinion, this situation as it exists in the law tends to distortion and con- 
fusion. 

Perhaps neither the large fee nor the spirit of competition is the 
cause for this conflict. It may well be that in my former point, i. e., 
that the legal definition dealing with insanity is unscientific, is the crux 
of this situation. 

Where the defense is concerned with proving the insanity of the 
defendant at the time of the commission of the crime, the question of 
whether or not the defendant knew the nature and quality of the act he 
was doing and whether or not he knew it was wrong, to the expert for 
the defense becomes a collateral issue. On the other hand, where the 
prosecution is concerned with proving that the defendant knew the na- 
ture and quality of the act he was doing and that he knew he was wrong, 
the prosecution’s expert does not materially weigh the mental illness of 
the defendant. In reality, the experts testify at cross purposes and thus 
public confusion continues. 

If, as in the Harry Thaw case,‘ there were more psychiatrists who 
would testify as did Dr. Austin Flint therein, the anomalous situation 
between the law and psychiatry would be demonstrated and, in time, 
reconciled. He stated that the person described in the hypothetical 
question was insane, but that he knew the nature and quality of the act 
he was doing and that he knew it was wrong. Thaw was acquitted. 

The existing procedure should be changed. Psychiatrists should set 
up a panel to which the courts should have access. From that panel, 
which should be rotating, a psychiatrist or psychiatrists should be chos- 
en. A report should be then made to the court. Opposing counsel 
should be permitted to examine the report, in conjunction with expert 
psychiatrists of their own choosing. If differences arise, those differ- 
ences should be discussed among the experts. If a final report cannot 
then be agreed upon, all psychiatrists should appear before the court for 
examination on the disputed findings. 
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In only one respect has the law adopted this means of using the psy- 
chiatric expert.“ I refer to an action to annul a marriage on the ground 
that a party has been incurably insane for a period of five years. In such 
cases the court must appoint three “recognized authorities on mental 
diseases” to inquire into the question of the sanity of the party, and not 
unless all three shall agree that the party is incurably insane, may the 
court annul the marriage. This is a most interesting departure from the 
usual procedure because it must be borne in mind that both parties are 
usually represented by counsel. 

These methods are professional, dignified, ethical and scientific. The 
existing method, other than the one described, places too great a power 
in the hands of the forensic giants of both professions. 

I believe that I speak for the bar and bench when I make my next 
statement—that no matter under what procedural method the psychia- 
trist submits his opinion, whether it be under the existing system of tes- 
timony or by the suggested method of examination and report, that 
opinion must be based upon acceptable legal evidence. 

Assuming that the time will come when the law favors the con- 
finement of the mentally ill to a hospital and the courts will be empow- 
ered to direct such confinement, whether it be for short or permanent 
treatment and care, our law always will recognize that the patient’s lib- 
erty is one of his inalienable rights under our system of government and, 
our courts are loath to exercise the power to confine,—as witness the pro- 
tective measures provided under the present procedure of commitment. 
I venture to say, that put to the test, the opinion of psychiatric experts 
in the majority of cases of commitment today could legally be torn to 
shreds because the facts upon which the opinions are based consist large- 
ly of hearsay. 

Cross-examine a psychiatrist as to how he arrived at a given diag- 
nosis. He will tell you that he has reviewed the record of the patient, 
—records from social agencies, other hospitals, institutions, etc. Invari- 
ably these records consist of statements obtained from relatives, friends, 
neighbors, and consist of gossip, beliefs, impressions and an assortment 
of similar stuff. Inasmuch as the experts’ opinion is based upon a hy- 
pothetical question which presupposes that evidentiary facts support the 
hypotheses, the facts must be evidentiary and not hearsay. 

For some reason or other, the psychiatric expert, in anticipating the 
case of the opposition, is prone to base his opinion upon cumulative facts, 
evidentiary and hearsay, in order to impress the courts or jury with the 
overwhelming force of his side of the case. 
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The clever cross-examiner then destroys the opinion by eliminat- 
ing the hearsay through a slow whittling process and thereby creates 
doubt as to the weight of the opinion. This is done by showing that the 
original opinion was based in part upon hearsay; ipso facto, the opin- 
ion cannot be the same with the hearsay removed. 

Once the psychiatric expert arrives at his opinion, he should sort 
out the mass of material before him and select those evidentiary facts 
which can be legally established and which completely support his opin- 
ion,—and the more concise and clear they are, the better. Thus simpli- 
fied, the court and the jury will grasp quickly the elements of the men- 
tal disease described by the expert. 

The task of the lawyer who cross-examines, then becomes a most 
difficult one. He must be careful, lest he open the gates to the hearsay 
testimony. For should he dare ask if the facts as recited are the only 
basis for the expert’s opinion, a veritable avalanche of data in support of 
the opinion will be forthcoming and become admissible. If the psy- 
chiatrist will satisfy himself by making out a prima facie case of men- 
tal illness, he will save himself much embarrassment on the witness stand. 

A cardinal rule for all psychiatric experts to follow, is to have his 
opinion supported by authoritative texts, clinical reports and documents. 
It is one thing for the expert, when cross-examined, to state what Doc- 
tors A, B, and C have said about cases of the nature under consideration 
by the court, and another thing to have the texts of the eminent authori- 
ties in court so that the material in support of the experts opinion may be 
quoted verbatim from the text. These texts made available to the attor- 
ney may also play an important role in showing how the opposing psy- 
chiatrists have been “mistaken” in their conclusions. The textbook is 
often a deciding psychological factor in a trial. 

Views as to the courtroom manner and demeanor differ widely. 
Just as some lawyers believe in the bombastic approach, others believe 
in a quiet business-like, heart-to-heart, conversational method. As far as 
the psychiatric expert is concerned, my personal inclination is to avoid 
the professional, aloof, polysyllabic, opinionated expert. I prefer the ex- 
pert who tells his story quietly, with dignity, who is conscious of the 
fallibility of man (including experts) and who is ready to so confess, 
and who does his stint in plain, everyday English, using examples which 
a layman easily understands and who, above all things, constantly is a- 
ware of the fact that he is an expert and not an advocate. My ideal ex- 
pert answers questions with Yes-es or No-es, if possible, and never vol- 
unteers information; he never fences with the adverse attorney and ans- 
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wers questions honestly, with the full realization that his answer may 
leave an unfavorable impression; he appreciates that his opinion, hon- 
estly arrived at, should lead to its acceptance, through the combination 
of his apparent integrity and knowledge and the lawyer’s proper advo- 
cacy. All this is, I repeat, my personal opinion. 


* * * 


Lawyers have chiefly availed themselves of the psychiatric expert 
in three distinct fields,—the criminal law, will contests, and commit- 
ments to hospitals for the mentally ill or the converse of the latter, the 
discharge of the mentally ill from hospitals. There are many fields where 
the imaginative lawyer may make use of the science of psychiatry and I 
envision wider fields in the future. 

While the attempts to use psychiatry in these virgin fields have met 
with varied degrees of success, they are, nevertheless, more than com- 
pelling. 

An administrator sued to declare null and void a certain joint and 
survivor annuity contract issued by defendants dated February 14, 1930, 
upon the joint lives of Mr. McGrew and Mrs. McGrew. A single pre- 
mium of $7,000 was paid. Under the terms of the contract the de- 
fendant, an insurance company, was to pay $417.57 semi-annually to the 
couple,—either to both or the survivor. Upon the death of both the un- 
paid balance, if any, was to accrue to the insurance company. Both the 
McGrews died after seven semi-annual payments were made, amount- 
ing approximately $3,000. The company retained $4,000. 

The court found that “the annuitants were seventy-nine and eighty, 
.. . that both the annuitants were suffering from arterio-sclerosis and 
kidney trouble, . . . that this aged couple did not want their children to 
know about the contract.” Despite the fact that an eminent psychiatrist 
without contradiction, testified that this aged couple were not capable of 
understanding the true effect, import and meaning of a contract calling 
for the exercise of judgment and discretion, involving applications and a 
contract such as was involved in that action, the court held that it was 
unable to find that they failed to understand the nature of the contract 
made. Said the court: “The various idiosyncrasies testified to fail to es- 
tablish lack of mental capacity, . . . there is not sufficient evidence to 
show inability to understand the contract made and its effect upon their 
estate in so far as their children were concerned. Indeed, the evidence 
shows affirmatively that they had sufficient mind and memory to com- 
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prehend the nature of the contract and to act with intelligent under- 
standing.” My only comment upon this amazing adjudication is, that 
I am of the opinion, had an appeal been taken, a different conclusion 
would have been reached by a higher tribunal. 


The next case demonstrates the use to which a psychiatric expert 
may be put in a compensation case. 


W, a dock builder, while working off the ground, i. e., at a high 
altitude, was struck by a swinging crane on the side of his head and pre- 
cipitated into the water below. Removed to the hospital, he was found 
to be bleeding from the mouth and ear. Thereafter he was discharged 
as cured. Upon returning to his work, he complained of dizziness and 
nausea, when required to work off the ground and as a result, he refused 
to accept anything but work on the ground with the consequence that 
his earnings were severely impaired. My firm undertook to have the 
Compensation Board find a partial permanent injury which entitled him 
to a sum to compensate for his proportionate loss of earnings. Examina- 
tions by an ear specialist, a neurologist, and a long list of experts, all 
proved negative. And yet, we felt that the claimant was not a malinger- 
er. What was wrong with him? I must confess that had I not for years 
been “psychiatry minded,” this case would have ended there. As a last 
resort, I advised the claimant to consult a psychiatrist, none other than 
Dr. Frederic Wertham, the worthy President of this Association. Exam- 
ination proved the claimant to be suffering from a compensation neuros- 
is. The proofs were adduced before the referee, a substantial settlement 
was made and approved by the referee” and the claimant thereafter 
went back to work,—on and off the ground. 


Another example of the use of a psychiatrist is to be found in the 
following case. There a wife, after some years of marriage to defend- 
ant, instituted a suit for divorce against him. At that time, in lieu of the 
payment of alimony for support and maintenance, she accepted a lump 
sum settlement. It was shown that the wife suffered from depression 
and hysteria following the divorce, that she made a suicidal attempt, that 
she threatened to do so again. She was placed under observation a num- 
ber of times and finally was voluntarily admitted to a state institution 
for treatment. She was thereafter discharged, as improved. Efforts to 
rehabilitate her were unsuccessful, for she was again subject to fits of de- 
pression and hysteria. She was without funds to obtain proper psychia- 
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tric treatment. An application was made to the court to nullify the pro- 
visions of the lump sum settlement agreement and to award her proper 
support and maintenance. Part of plaintiff’s testimony consisted of an 
opinion by psychiatric experts. After describing the mental illness from 
which the wife had suffered, it was shown that plaintiff was still mental- 
ly ill and that there was “a chance of her having to return to the hospital 
if her symptoms go on becoming worse.” The referee, to whom this 
case was referred found “that the plaintiff’s present condition is neur- 
otic, and that she should be properly treated, and that treatment of diet 
and medication in all probability will improve her physical and mental 
condition.” The court in accepting this finding said: “She testified that 
she earns $22.15 a week, which she claims is inadequate to meet the cost 
of her weekly personal expenses and to pay for medical treatment neces- 
sitated by her physical and mental condition, which qualified psychia- 
trists diagnosed as psycho-neurosis. The proof before the referee clear- 
ly established the need of the plaintiff... Defendant is directed to pay 
the sum of $30.00 per week as alimony.” 


I could go on relating my experiences with the psychiatric expert. 
However, it was not my purpose to relate personal experiences. It was 
and is my purpose to make the lawyer conscious of the fields in which 
the services of the psychiatric expert should be used. 


It is apparent from what has already been said that great obstacles 
must be overcome by the psychiatrist before the assurance can be had 
that he will be openly welcomed as an adjunct of the courts. Therefore, 
I hesitate to let my imagination run rampant, lest my good friends, the 
psychiatrists, place my thoughts in the realm of fantasy and whimsy,— 
thus creating further problems for them. 


A thought, which I must confess, is not original, and which un- 
doubtedly will meet with great disapproval from the bar, is that a will 
should not be prepared by a lawyer unless, whenever it is feasible, the 
person making the will has submitted himself to a thorough examination 
by a psychiatrist."*) This is an intriguing suggestion. Fancy the pro- 
bate of a will without worry of contests on the grounds of undue influ- 
ence or lack of testamentary capacity. This can be accomplished, if, 
again, psychiatrists demonstrate that they can scientifically show that the 
person making the will was not unduly influenced and had the testamen- 
tary capacity to make a will. In any event, it would seem to be a good 
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suggestion to the members of the bar, that whenever a proposed testator 
comes to a lawyer with the story, for example, that certain members of 
the family believe him to be queer, unbalanced, or unduly influenced 
by some other member of the family, that this procedure be adopted. It 
is a good and safe precautionary measure under the existing state of the 
law. 


Psychiatry might be also used as a preventive measure. Just as Was- 
serman tests are now required as a requisite for marriage, so could a psy- 
chiatric examination be required before marriage to determine the suit- 
ability of the parties for the anticipated marital relations. It would be 
interesting to learn, whether or not such a psychiatric examination could 
so adjust the parties to a marriage so that many of the pitfalls of mar- 
riage could be avoided. 


Not only can the psychiatrist do preventive work. He may bring 
about a cure in marital problems. 


Our courts are overcrowded with problems arising from the marital 
relation. Fathers, mothers, children and grandparents, find their way 
into our family courts every day. The family court, although a distinct 
branch of a judicial body created by the legislature, is quasi-social in its 
approach to the problems with which it is confronted. It has recognized 
the advantages of psychiatric assistance, but, for reasons which cannot 
be discussed in a paper of this nature, has not fully supplemented itself 
with sufficient psychiatric assistance so as to bring about a fusion of the 
legal and medical phases of this work. It must not be forgotten that 
these family courts have limited jurisdiction, and that from the lawyer’s 
point of view the results obtanied there are neither satisfying to the client 
nor to the attorney. For example—I have never been able to understand 
why a family court may only decree subsistence allowances for the sup- 
port and maintenance of wives, children and parents. 


Psychiatrists may also be of curative assistance in those marital cas- 
es which reach our Supreme Court. I refer to actions for annulments, 
separations and divorces. The ethical lawyer, before instituting any mari- 
tal action knows that it is his duty to attempt to bring about a reconcilia- 
tion of. the parties. Considerably wide experience in this field indicates 
to me that in less than 1% of such cases do lawyers succeed in bringing 
about a reconciliation. If my experiences are typical, there can be no 
question that the lawyer never discovers the underlying cause which 
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destroys the marital relation. Were he permitted to petition the court 
to appoint a psychiatrist who would take the parties in hand for the pur- 
pose of bringing about an adjustment through psychotherapy, many dis- 
rupted marriages might be saved. As it now stands, when recourse is 
had to the courts and the usual vituperative charges and countercharges 
are made part of the record, any chance of bringing the parties together 
is forever lost. I believe that the public would welcome such a proced- 
ure. We have evidence that people look to agencies other than lawyers 
for the solution of their marital and family problems. They do not go 
to psychiatrists. They seem to derive a certain pleasure out of having 
a sort of theatrical light or a spotlight thrown upon their difficulties. 
Each week-end our great radio networks disperse these delectable tid-bits 
of woe over the ether for the consumption of the public. This is a most 
interesting psychological phenomenon. As I said before, it shows that 
there are people who do look for adjustments. The law, which seeks to 
keep the marriage sacrament a binding obligation, should take steps to 
avoid the dissolution of marriages. One way is to make it compulsory 
for the parties to submit their problems to a psychiatrist before legal ac- 
tion is taken. Of course, we are a long way from the accomplishment 
of such a procedure, but, as I pointed out before, if the medical profes- 
sion will acquaint the public with the success that it has had in the field 
of psychotherapy, eventually we may see the day arrive when psychiatry 
and the law work hand in hand in such problems. 


And so a lawyer has voiced his concepts regarding the present and 
the future of the law and the psychiatric expert. 


I repeat: all the trepidations, suspicions and superstitions of the pub- 
lic concerning psychiatry must be dispelled. We must deal with an en- 
lightened public which will accept thankfully and willingly the psychia- 
trist and his healing efforts. 


When man is made conscious that the psychiatrist’s place in the 
existing scheme of things is to preserve his God-given gift of a sound 
mind, all things will fall naturally into their place,—including the law. 
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PROBLEM ALCOHOLICS IN A STATE MENTAL HOSPITAL 
AND ON PAROLE* 


EstetLta M. Hucues, M. A. 
Psychiatric Social Worker 
Kalamazoo (Michigan) State Hospital 


INTRODUCTION 


Most alcoholics who enter this state hospital eventually reach the 
social service department for parole supervision. The social history of 
each patient carrying the diagnosis of alcoholism reveals “problem 
drinking,” a term defined by Durfee‘*) as describing “that drinker 
whose habit has become a personal and social liability to him.” They 
leave as recovered, improved and unimproved. They are more difficult 
to supervise than any other class of patients assigned for follow-up ser- 
vice. The close of the parole period shows a discouraging number of 
social failures, the maladjustments including the early resumption of 
drinking, unsolved personality conflicts, and marital, family and occu- 
pational difficulties. The mass failures over a period of years have mo- 
tivated the present study. 

What psychodynamisms underlie alcoholic addiction? What can 
be the role of the psychiatric social worker in the follow-up relation- 
ships with a class of patients whose hospitalization yielded so little re- 
sponse to psychiatric therapy? 

Publications of the past twenty-five years consist of many articles 
and some texts relating specifically to problem alcoholism. Contribu- 
tions are from the fields of sociology, medicine, psychiatry, and psy- 
chology. The articles range from studies of each sex treated private- 
ly, to groups of addicts treated in private sanitariums, clinics, or in large 
city hospitals. They are concerned with sociological, pathological, psy- 
chological, psychiatric and analytic study and interpretation of chronic 
alcoholism, and there is some variation in the interpretation. The writer 


* A survey of certain characteristics of 487 consecutive admissions to the Kalamazoo 
State Hospital between July 1, 1921 and June 30, 1930, classified with Psychosis and 
Without Psychosis; and of the social behavior of those who were paroled. 
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has found no study of the consecutive alcoholic admissions to a state 
mental hospital, or of its follow-up findings. 

The earlier sociologists (and some social workers) seem to have 
considered alcoholism largely in the light of its destructive effects upon 
the family, perhaps as a personal disruptive force that could be turned on 
and off at will; their more recent writings (e. g. Folsom, in his text, The 
Family) show the impact of psychology, especially of the Freudian na- 
ture. Most of the early psychiatric contributions are largely descriptive; 
some of the later ones include interpretative material, indicating either a 
psychoanalytic approach or full acceptance of Freudian concepts. The 
psychoanalysts have offered interpretations based on the libido theory. 

Clinical therapists subscribe to the complexity of problem alcohol- 
ism and the unsatisfactory results of treatment. Several of their papers 
outline specific treatment, and all specify the need for “weeding out” in 
the selection of treatable cases, for individualization, and the fitting of 
the therapy to the particular psychological need of the patient. 


The literature implies certain typical developmental factors in alco- 
holism. There is general agreement that a neurosis is at the base. Pea- 
body‘ explains chronic alcoholism as the negative of a neurosis, the 
positive being compulsion, phobias, and hysteria. (He notes, however, 
that there is a difference with respect to the states of mind commonly 
found.) Horney,’ Menninger,’ and others aver certain condition- 
ing, frustrating childhood experiences which have brought about defec- 
tive relationships with the parents and produced feelings of insecurity, 
inferiority, and helpless dependence, which carry over into later life. 
Coincident with these, hostilities develop, based on frustration, rage and 
guilt which are thrust into the unconscious. Intelligent parental atti- 
tudes toward the child who becomes a chronic alcoholic are seldom 
found. The typical mother, herself often neurotic, is thought to be the 
“spoiling,” “babying” kind, who is over-protective, oversolicitous, 
smothering and indulgent. Wittman‘) has given a summary concept 
of the classical father as “comparatively stern, forbidding, but inspiring 
respect or awe or fear, yet displaying inconsistent tendencies of severe- 
ness and indulgence.” Peabody’ and Strecker‘® stress the alcoholic’s 
basic feelings of inferiority. His behavior is thought to be explained as 
“an abnormal search for ego-maximation or self-preservation,” and to 
Strecker the alcoholic’s escape from reality through intoxication enables 
him to have a sense of importance he does not have normally. He is ex- 
cessively self-deceptive, given to rationalization. To Strecker, the al- 
coholic’s personality is not defective, but lacking in organization. Flem- 
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ing and Tillotson"®) believe the inferiority feelings come about as the 
result of drinking, rather than having been a cause of it. Some referenc- 
es point to the “alcoholic climate” which is often so prominent an in- 
fluence in the drinker’s environment, and to “chance” habit formation. 
To the Freudian analyst, the chronic alcoholic is an individual psycho- 
sexually fixed at an oral libidinous level. He seeks oral gratifications. 
His relation to his mother is close, but ambivalent. He is unable to iden- 
tify himself with his father successfully. He is a narcissist, so basically 
in love with himself that he has little real affection left over for others. 
He may be, and generally is, promiscuous; having many women in his 
life is interpreted as evidence of overcompensation, giving rise to the 
phrase “Don Juan tendencies.” He gratifies his sexual urge on a mas- 
turbatory level, and from a wife seeks maternal protection. He is emo- 
tionally immature and unstable; Brill finds his intelligence quotient 
often normal, but his “emotional quotient” psychopathic. 

As adults, problem alcoholics present a sorry picture. They are rare- 
ly consistent in application, seem to have no well formulated plan for life 
and seldom exhibit civic consciousness. They make many occupational 
shifts, generally progressing to lower levels of productiveness. They 
are ineffectual as homemakers, and socially and psychologically damag- 
ing to their children. Usually, they have begun the use of alcohol when 
earnings became available—from age 18 to 20. It is common for them 
to break from its use after a decade, and those who are institutionalized 
begin to filter in by the early thirties, but some enter in the twenties. For 
most patients, the residence in institutions is short in comparison both to 
the length of time it has taken to solidify their habit and to the time other 
cases (both functional and organic) remain. They exhibit ambivalent 
attitudes toward hospital routine; they may conform outwardly, or they 
may exhibit their constant rebellion through disagreeable demands. To 
hospital therapists they deny, or minimize, or rationalize their drinking 
habits, and consistently project their difficulties onto circumstances or 
persons, the latter usually being their spouse, their parent, their child or 
guardian. Most of them are insistent upon release, and in this respect 
are buttressed by the very relatives who arranged their entrance. Though 
relieved of the acuteness of their alcoholic physiological symptoms by 
the time of parole, they tend to recidivism.. 

There seems to be agreement that problem alcoholics should be dif- 
ferentiated for treatment purposes. Peabody‘) and Seliger®® plainly 
state that psychotherapy is useless with psychotics. A critical appraisal 
of the literature in this regard suggests that the criterion of psychosis 
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apparently consists in the lack of response to psychotherapy. Seliger 
would eliminate the feeble-minded, who, he thinks, after thorough ex- 
amination should be referred to the penal system, provided they are re- 
peaters. Peabody finds the constitutional inferior and psychopathic 
personalities doubtful for treatment purposes, though sometimes achiev- 
ing partial success. He would attempt treatment only with that alco- 
holic who is sincerely desirous of helping himself. Knight“* would 
treat the neurotics, whom he separates into two groups (a) those whose 
character deformity existed from childhood and (b) those whose symp- 
toms appear to be reactive in the course of a neurotic illness developing 
in adult life. He considers prognosis more hopeful for the second group. 
Brill, writing in 1915 and apparently pointing his remarks to cases he 
had analyzed, was pessimistic of treatment, his experience to that date 
having been that his treated alcoholics who gave up drinking “all resort- 
ed to something vicious and worse than the original vice.” 

Those writers who report on the practice of psychotherapy stress 
the basic requirements of insight on the part of the patient and his com- 
plete willingness to explore his personality with the therapist and accept 
habit re-education. The desideratum in treatment techniques is to avoid 
scolding, moralizing, accusations, and the exaction of promises or 
pledges. The relationship between the therapist and the patient must 
be honest. Durfee* says that any plan for life that is to exclude the 
alcohol must be built upon new interests that are more wholesome than 
the old, and give more lasting satisfaction to the feelings of well-being 
that were produced so fleetingly by alcohol. The kinds of new interests 
will vary with the individual needs and requirements of each patient. 
All therapists recommend a “full program” that leaves no time for al- 
coholic ruminations—helpful reading for insight, athletic and compet- 
tive recreational activities for relief of inferiority feelings, metal work, 
carpentry and the like in occupational therapy for the working off of 
hostile impulses, and supervised social mingling for the gratification of 
the herd instinct. Oliver“®) writes of the value and help of religion, 
praising especially the Catholic Sacrament of Penance and Communion 
and the rapport with a pastor. 

The foregoing findings appear to be based largely on cases seen in 
three kinds of settings or mediums: (1) the practice of non-institu- 
tional therapists (as private analysts, clinic psychiatrists and psycholo- 
gists, counselors) (2) private sanitariums and psychiatric clinics (3) 
large city hospitals, such as Boston City or New York’s Bellevue. The 
first two imply patients of a fairly high cultural and economic status, 
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while from the third one would expect to find most of the patients com- 
ing from a fairly low cultural and economic background—the down- 
and-outers, floaters, drifters, etc. The first two also imply the absence 
of legal restraint. Court commitments are often undesirable psychologi- 
cally because in the mind of the patient or his family, retributive features 
stand out, deepening the sense of being misunderstood or wronged, and 
stirring aggressive, revengeful feelings. How to avoid this and yet re- 
tain control and direction of an institutionalized case is a problem not yet 
solved by voluntary commitments. 


A state mental hospital located in a region comparatively under- 
supplied with private sanitariums perhaps receives patients from a wider 
and more generally representative cultural and economic background. 
It is a laboratory in which cases are to be seen from every level—edu- 
cationally from the college graduate with several degrees to the illiter- 
ate; occupationally from the professional worker to the common labor- 
er; and with respect to onset of illness, from the occasion of the first ad- 
mission to the last. In common with the private therapists, private sani- 
tariums and city hospitals, it accepts alcoholics, but its acceptance is man- 
datory by state law in a state that has provided no special institution for 
this type of patient. In distinction, it receives none except through a 
commitment process.* In common with other therapeutic agencies, 
its alcoholics are selected, but in the sense that they are problem alco- 
holics rather than those of some other category, such as the temperate or 
normal drinker or even the chronic drinker, none of whom have yet 
reached a stage of personal and social disintegration that motivates pub- 
lic treatment.** They are not selected with respect to psychiatric treat- 


* Michigan has a voluntary commitment law, which is available to both the men- 
tally ill and the alcoholic and drug addicts, but it is seldom used. If invoked by an in- 
digent, the voluntary application first must be accepted by the Probate (committing) 
Court for support arrangements; this makes it a public document and destroys the pri- 
vacy of the hospitalization. A second feature (particularly undesirable to hospital ad- 
ministrators) is the lack of control over the length of treatment, since the patient may 
terminate his residence at any time after his written notice of a desire to leave has been 
in the hands of the Medical Superintendent forty-eight hours; this he usually does dur- 
ing the first days in the hospital, thus nullifying any plans that may have been formulat- 
ed for his particular needs. 

** See Durfee(14): “It doesn’t matter whether a man drinks little or much, frequent- 
ly or infrequently, as a gentleman or a bum, or is really drunk. What matters, is the 
effect on his mental and physical health and whole social environment.” See Peabody, (5) 
who separates the normal drinker from the chronic by the dividing line of a night's 
sleep. His normal drinker imbibes to escape from social rather than subjective suppres- 
sions, and his chronic alcoholics are the morning drinkers. He wishes to draw a line sep- 
arating dissipation from chronic alcoholism. He makes it at the point where drinking 
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ment possibilities, since they are likely to be alcoholic failures who have 
dropped to the bottom. 


SuBJECcT AND Metuop 


This study is offered of certain characteristics of the alcoholic ad- 
missions and paroles of the Kalamazoo State Hospital. It affords op- 
portunity to compare the findings with those respecting cases studied un- 
der other conditions. It submits also possible significant additions by 
carrying the data through the parole period, in which the alcoholic’s be- 
havior on return to the community is surveyed with respect to social 
adjustment and maladjustment. 

The period chosen for survey covers 18 years of alcoholic admis- 
sions and paroles, from July 1, 1921, to June 30, 1939. The first date 
coincides with the opening of psychiatric social service in the hospital, 
a regular phase of which has been follow-up work with paroled patients. 

The data are based on material recorded in the original case files of 
the hospital. Each file contains the findings of the psychiatrists, the psy- 
chological department, the psychiatric social workers, other therapists 
and technicians. The anamnesis* and the follow-up reports are con- 
tributions of the psychiatric social workers.** 

The social histories were secured through personal interviews with 
the family, other relatives, friends, and supplemented by records from 


Note continued from previous page. 


does not cease with the occasion at which it originated, but is resumed next morning 
and pursued until drunkenness results. These alone he considers as genuine alcoholics. 
They are not selected with respect to psychiatric treatment possibilities, since they are 
likely to be alcoholic failures who have dropped to the bottom. 

* In 82 cases, the anamneses were prepared by the psychiatrists and a psychometrist, 
53 by the former and 29 by the latter, prior to the setting up of a social service de- 
partment, or during the absence of the psychiatric social worker. 

** See Burgess‘7) on The Cultural Approach to the Study of Personality, in which 
he quotes W. F. Ogburn as writing in 1930 that the records of insane hospitals and cor- 
rectional and penal institutions are inadequate for sociological research: “........ social 
case histories are most fragmentary and wholly inadequate. They are not to be com- 
pared in accuracy and precision with the technique developed in determining basal meta- 
bolism, for instance. In the first place, they have been largely entrusted to physicians 
rather than social psychologists, and it is not to be expected that they would develop this 
phase of their analyses any more than a social psychologist would be expected to develop 
the Wassermann test.” Ten years have passed since Ogburn’s criticism, and social his- 
tory techniques are believed to have improved considerably, and to be more adequate 
for social research. Burgess considers Ogburn’s statements to constitute an argument 
for the effective integration of physiological, psychological, psychiatric and sociological 
studies. 
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other institutions and social agencies. The patients studied were largely 
from the local district. In 67.0 percent of the cases, the patients and 
their families were known to the social workers not only through con- 
tacts within the hospital, but through personal visits (varying from 1 to 
8, and averaging 4) in their homes and communities. Each social work- 
er had received technical training in her School of Social Work, was a 
trained observer, and had acquired skill in psychiatric interviewing. 


Data from the original case records were transferred to a schedule 
card, and the following categories used: 


1. General data: 
Name of patient, sex, and case number 
Dates and numbers of admissions 
Place admitted from 
Race 
Religion 
Occupation and economic status 
Marital status 
Marital disharmony 
Number of children 
Age of patient 
Education and general intelligence 


2. Familial factors: 
Constitutional background—instances in the direct and collateral lines of 
mental disease, mental defect and alcoholism. 
Parental personalities and types of discipline used with the patient. 
Patient’s order in the family, and inquiries as to sibling rivalry. 
Broken home situations 


3. Personal history data: 
Childhood behavior difficulties 
Adult personality types 
Age begun use of alcohol and frequency of drinking 
Behavior in reaction to alcohol, including jail and criminal record 
Alcoholism and suicide 
Prior treatment 
Duration of mental symptoms prior to admission 
Type of commitment 


4. Analysis of latest hospitalization: 
Duration of difficulties before admission 
Varieties of physical disorder 
Immediate reason for commitment 
Hospital’s specific classifications 
Alcoholics and mental conflicts 
Women alcoholics 


5. Hospital treatment: 
Institutional therapy 
Duration of hospitalization 
Condition at parole 
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6. Follow-up findings: 
Condition during parole 
Post-parole comments. 


SUMMARY 


Four hundred eighty-seven problem alcoholics entered the Kala- 
mazoo State Hospital in the 18-year period between July 1, 1921, and 
June 30, 1939. They represented 5.1 percent of the total admissions of 
this period. Included were 60 patients who entered on second or other 
admissions. If first admissions only are considered, the percent of total 
admissions was 4.5. Either figure is significantly lower than the 11.2 per- 
cent reported for all alcoholic first admissions to hospitals for mental 
disease in the United States in 1935. The total number of alcoholic ad- 
missions was distributed over the survey period at varying rates—a high 
of 8.4 percent in 1926-27 and 1928-29 and a low of 2.3 percent in 1934- 
35. The number doubled in the following year. It is believed that a lag 
in provisions for hospitalization, reflected by restrictive admission poli- 
cies accounts for the number of alcoholics committed and received, and 
that no conclusions can be drawn between the number of admissions and 
the need for hospitalization. Males were in preponderance, the sex ratio 
being about 11 males to 1 female. In diagnostic distribution, 54.6 per- 
cent were classified as psychotic and 45.4 percent as non-psychotic, with 
the sexes being about equally divided. The number of admissions varied 
from 1 to 5. First admissions made up 87.7 percent, second 9.5 percent, 
third 2.4 percent and the fourth and fifth, 0.2 percent each. 

The patients entered from the local district in southwestern Mich- 
igan, which is both rural-agricultural and urban-industrial. Three times 
as many alcoholics came from the cities as from the country. For the 
women, the rate is higher, as 8 entered from the cities as against 1 from 
the country. 

Most of these drinkers (80.1 percent) were native Americans and 
white (97.1 percent). Nearly one-half (49.4 percent) were of mixed 
racial descent. The Germans, Slavs, Irish and Dutch of the so-called 
pure races were represented in the order given by percentages varying 
from 10.0 to 7.0 percent. Only 9.9 percent were foreign born and only 
17.0 percent had foreign born parents. 

The youngest patient was 21 and the oldest 81 years old. The me- 
dian age for the group as a whole was 44.28. The psychotics were about 
2 years older than the non-psychotics. The largest number of patients 
entered between the ages of 31 and 50. Education ranged from 2.1 per- 
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cent with none and 4.2 percent with college training. Grade 8 was the 
most common amount of schooling. Most of the patients (82.8 percent) 
were believed to be of average intelligence, 5.8 percent above average 
and 11.4 percent below average. All occupational divisions were repre- 
sented, but the largest group (31.6 percent) was of skilled workers. 
About 11.0 percent were of the professional class, and 21.2 percent were 
unskilled laborers. Economically, 60.0 percent were in marginal cir- 
cumstances, 11.3 percent comfortable and 29.2 percent dependent. Pub- 
lic relief had been received by 10.7 percent. 

Twenty percent never married. Of the 80.0 percent who did, 49.4 
percent were living with their wives, 24.6 percent were divorced and 6.0 
percent were widowed. Compared with the general population, the 
marriage rate for the males was lower and for the females, higher. The 
psychotics included twice as many singles as the non-psychotics. There 
were multiple marriages and divorces, a ratio of 1 diverce to 2.7 marriag- 
es, which is about twice as high as reported for Michigan in 1935. 
Eighty-seven percent of the marriages were unhappy. In 335 cases, 
1050 dissatisfactions were noted. Summarized, these indicate that cul- 
ture differentials (6.0 percent) and circumstantial factors (15.2 percent) 
were less objectionable than personality defects (39.8 percent) and 
specific marital frustrations (39.0 percent). One hundred sixty-six mar- 
ried alcoholics (43.2 percent) were childless. The remaining 218 pa- 
tients (56.8 percent) produced 698 chlidren, or an average of 3.2 child- 
ren per marriage. Males had larger families than females, and the psy- 
chotics had larger families than the non-psychotics. 

The family histories of one-third were free from alcoholism, men- 
tal disease and mental defect. In two-thirds, there was positive history 
of these in reports of from 3 to 4 generations; 462 persons were alcohol- 
ic, 203 had had mental illnesses and 54 were defective. With respect to 
parents of the 487 cases, 200 were alcoholic, 43 mentally diseased, 1 men- 
tally defective and 274 had neurotic traits. Mental disease was more fre- 
quent in the family histories of the psychotic alcoholics, and alcoholism 
more frequent in those of the non-psychotic patients. In summary, over 
half of the parents were highly unstable. As to parental attitudes toward 
the patient: over-protectiveness was displayed by 27.3 percent of the 
mothers and 9.4 percent of the fathers; 12.3 percent of the parents were 
domineering, 13.3 percent over-indulgent, 7.0 vascillating in discipline 
and 1.7 percent indifferent. Thus over two-thirds of the parents prac- 
ticed poor mental hygiene principles with their children. About one- 
fourth (23.6 percent) of the patients had experienced broken home sit- 
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uations. In ordinal position, 21.1 percent were the oldest, 6.4 percent 
the only children and over two-thirds (72.5 percent) were of some in- 
between ranking. Rivalry was expressed by 71. 

A minimum number of cases (184) are known to have displayed be- 
havior difficulties in childhood, particularly stubbornness and temper 
tantrums. Excessive sensitiveness, depending attitudes, maladaptation to 
play groups, feeding difficulties and truancy were of lesser incidence. 

Eighteen years was the average age of beginning to drink, but 12.0 
percent began under 15 years of age. In this last group were patients 
who became acquainted with the use of liquor at astonishing early ages, 
such as in infancy or at age 2, 4, 6 years, etc. Drinking altered the be- 
havior. Social inhibitions were lowered and aggressive and defensive 
traits were released. Jealousy was a pronounced symptom in the marital 
relationships. The behavior of the alcoholics suggested the release and 
exaggeration of traits found in various personality types, such as the ex- 
troverted, the introverted, the mixed, etc. There were three patterns of 
drinking: solitary, solitary-convival and convival with-male-companion. 
Over one-half (56.2 percent) drank with male associates. The addiction 
to the use of liquor had existed from 1 to 50 years before this hospital 
admission; about one-fourth had been addicts from 26 to 35 years. Vary- 
ing amounts of liquor produced personal instability. Ninety-one used 
sedatives occasionally with their liquor, and 86 used liquor substitutes. 
Over two-thirds of the patients had been arrested before admission, 220 
at least once and 110 on more than one occasion. Charges were for 
intoxication, non-support, assault, vagrancy and illegal business trans- 
actions. Every 12th alcoholic admitted had a prison record. The of- 
fenses were largely in connection with behavior while drinking; they 
included three murders by psychotics. The two sex crimes were bigamy 
and rape. Over one-third (172 patients) had received medical and psy- 
chiatric care for alcoholism before the present admission. Sixty had been 
hospitalized previously in this institution, 21 had been in other mental 
hospitals znd g1 had had other types of care for alcoholism. 

Fifty-seven attempted to commit suicide; thus 1 out of 12 was 
overtly suicidal. Only 6 were successful. The sex ratio was 18 males 
to 1 female. Slashing and stabbing was the most commonly used meth- 
od. The would-be suicides were chronic addicts, mostly between 40 
and 50 years of age, and had had previous emotional crises. Endogen- 
ous factors appeared to be more important than exogenous ones. Sur- 
vey of the mental content at the time of the suicidal act indicates instinc- 
ual disturbances, with emphasis upon sexual conflicts. 
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The insane alcoholics had shown symptoms of their psychoses from 
a few days to 15 years and over before admission. Over half (56.9 per- 
cent) of the admissions occurred within three months of the onset, but 
in 43.1 percent hospitalization took place from four months to 15 years 
and over after the onset. The immediate reasons for admission were 
social ones, chief of which were threats and assaults on the person, with 
‘continual intoxication’ second and psychogenic behavior third. Marital 
crises, sexual difficulties, family troubles, destruction of property, dis- 
honest behavior and public nuisances were other factors. 

All were admitted on court orders except 2.9 percent who came 
voluntarily. The courts (probate) committed 56.2 percent as insane 
and 40.9 percent as inebriates. There was a close correlation between 
the kind of court commitment and the psychiatric classification except 
in the case of women. Several women committed by the courts as insane 
were later considered to have no psychosis. 

Physical examinations after hospitalization found 94.8 percent to 
be in fair physical health. Numerous physical ailments were voiced, but 
there was a significant absence of malnutrition and polyneuritis. A his- 
tory of gonorrhoea was given by 15.1 percent, but only 5 active cases 
were found. History of syphilitic infection was given by 13.9 percent, 
but serological findings indcated active symptoms in 6.8 percent, which 
is about 50.0 percent lower than the findings for all non-alcoholic ad- 
missions of the same period. Forty-seven patients gave evidence of or- 
gan inferiority through malformations, deformations and disfigurations. 

Specific mental classifications for the psychotics were as follows: 
alcoholic psychosis, other types, 40.3 percent; acute alcoholic hallucinos- 
is, 30.8 percent; delirium tremens, 23.7 percent; Korsakow’s psychosis, 
3.4 percent; pathological intoxication, 1.8 percent. These classifications 
were further qualified: 30 on a basis of psychopathic personality, 5 with 
drug addiction, 22 with constitutional syphilis and 10 with cerebral 
syphilis. Several of the patients classified as ‘alcoholism without psy- 
chosis’ gave history of neurotic symptoms and transitory hallucinatory 
episodes on occasions remote from the events that precipitated commit- 
ment. Personality types showed predominance of extroversion, intro- 
version and mixtures. It is concluded that there is no special “alcoholic 
personality type.” Little correlation was found between personality 
type and specific alcoholic diagnosis. 

Clinicians who accept Freudian psychology believe that sexuality, 
alcoholism and neuroses are interrelated, and that when social inhibi- 
tions are destroyed, various aspects of infantile sexuality appear. There 
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is also the belief that paranoid thinking is motivated by repressed ho- 
mosexuality. A review of the recorded mental conflicts of the alcohol- 
ics of this study indicates that many were in sexual conflict, but in nu- 
merous instances the indeation was complex. Only 11.0 percent had 
positive history of perversion. Sixteen displayed castration and mutila- 
tion fears. Two hundred thirty-eight expressed persecutory trends, but 
only 142 (29.2 percent) were thought to give evidence of homosexual 
elements that appear to parallel the Freudian concepts. On the other 
hand, most of these patients had experienced severe psychic trauma in 
childhood and many had formed strong mother “fixations.” 

Institutional treatment was handicapped by the resentment of the 
patients over commitment, lack of segregation, absence of expected 
specific “cures,” and interference of relatives as well as by an under- 
supply of psychiatrists and therapists and the difficulty in fitting work 
therapy to the instinctual needs of the patient. 

The women, who consituted only 7.8 percent of the alcoholic ad- 
missions, had all been married except one. The average age on admis- 
sion was 40.0 for the non-psychotics and 47.8 for the psychotics. The 
non-psychotics had easier childhood experiences than the males, but the 
psychotics had all had unhappy early experiences. All began to drink 
later in life than the males. All were unhappy in their marital relation- 
ships. The histories suggest they developed drinking habits largely 
through association, lost personal control easily and became chronic ad- 
dicts. Most displayed little interest in women. All were jealous. Their 
alcoholic excesses seem to have been correlated with their sexual activi- 
ties. Several were prostitutes. Four attempted to commit sucide. One 
murdered her husband. A small number hated their mothers. All ad- 
justed more readily to hospital routine than the males. The average 
length of hospital residence was 71.1 days for the non-psychotics and 
102 days for the psychotics. 

With respect to discharge, 7.4 percent died in the hospital, 1.2 per- 
cent were transferred, 83.6 percent were paroled and 7.8 percent re- 
mained in the hospital at the close of the period surveyed. The length 
of hospital residence varied from less than 1 month to 15 years and over. 
By the expiration of 1 month, 14.0 percent had gone; by 3 months, 42.5 
percent; by the end of 1 year, 80.0 percent. The others remained from 
2 to 15 years and over. Males had longer hospitalization periods than 
females. Non-psychotics rarely stayed longer than two years. At time 
of leaving the hospital 2.0 percent were considered to be unimproved, 
about one-third as improved and about two-thirds as recovered. 
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Four hundred seven patients were treated as of parole status, though 
included among them were some escapes and some temporary commit- 
ments. The group included 200 psychotics and 207 non-psychotics. On 
74 cases there were no follow-up reports. Three hundred thirty-three 
were followed for one year through personal contact of the social ser- 
vice department. These cases have been studied with respect to social 
adjustment. Ninety (or 27.0 percent) functioned without friction dur- 
ing the parole period and were classed as “socially adjusted,” but after 
the expiration of parole some resumed drinking and acquired from 1 to 
38 arrest records; their “adjustment” was largely temporary. Two hun- 
dred forty-three (73.0 percent) were “socially maladjusted.” In this 
group, 80.0 percent of the psychotics and go.o percent of the non-psy- 
chotics resorted to excessive drinking. The addiction was often inter- 
related with occupational, family and marital difficulties as well as con- 
flicts with the law, and where drinking was not resorted to, the basic 
neurotic and sometimes psychotic behavior was thrown into even bolder 
relief. Post-parole reports with respect to drinking are significant in 
that they show a continuance of a pattern that was cut in childhood, fit- 
ed in youth and is yet in use. 


CoNCLUSION 


This survey was begun in quest of a better understanding of prob- 
lem alcoholics who enter a state mental hospital and are later paroled 
into the community. It led to the study of certain sociological and psy- 
chological factors in the lives of nearly 500 patients and to the problem 
of social treatment. 

The findings with respect to the individual patient do not differ ma- 
terially from those reported in the literature. The patient is basically 
neurotic. He has perhaps inherited a defective nervous system and he’ 
certainly has had a bad psychological education. He is emotionally im- 
mature, self-centered and dependent. In adult life he has been unable 
to face reality in the sense of accepting responsibility and recognizing 
social control.° He has failed most conspicuously in sexual adjust- 
ment. Marriage and family life with him are disastrous. He drinks to 
relieve an inner urge which he does not understand and cannot explain, 
so he rationalizes and projects. The question of why this neurotic in- 
dividual chose alcohol rather than some other medium for his satisfac- 
tion has not been discovered. Perhaps this lies within the as yet but 
partially explored field of “the choice of nuerosis.” The Freudian con- 














564 Estretta M. HucGHeEs 








cept of an individual thwarted in parental love relationships and fixation 
on the oral libidinous level offers a deeper penetration into the psycho- 
logical connections as does the theory of the breaking through of the 
heretofore repressed passive homosexuality, but there remains the al- 
most insuperable problem of treatment under ordinary conditions. 

What constitutes a treatable case is debatable. Some psychiatrists 
believe that those alcoholics who are psychotic and those of defective in- 
telligence are beyond the acceptance of psychotherapy and that treat- 
ment consists of custodial care for the first and penal or correctional care 
for the second.“*® To these 2 classes some therapists would add the al- 
coholics who are of basic psychopathic personality as being poor treat- 
ment risks.) *) Patients of the three categories mentioned make up 
over half of the alcoholic admissions surveyed in this study. To relegate 
them to custodial care would leave only the non-psychotics as favorable 
for treatment. Many exceptions would have to be made in this group 
also, because of emotional immaturity, psychopathic personality, age, 
solidification of the alcoholic habit, lack of sincere desire for cure, etc. 

Literature on therapy for problem alcoholics is varied. There is 
some disagreement even on complete abstinence. In the private estab- 
lishments for drinkers in England, a tapering off and a tacit consent to 
moderate or social use is permitted and this is sometimes found in the 
United States. Most therapists, however, insist upon complete with- 
drawal and future abstinence. Strecker‘) says “adequate adjustment 
to reality is impossible as long as he (the patient) uses alcohol.” 

The psychological treatment has been described in some detail by 
Durfee, Peabody, Strecker, Menninger, Knight and others. All stress 
understanding the patient. Durfee speaks of the importance of uncover- 
ing his goals and ambitions, and finding a way of life that will give him 
ultimate satisfaction. To be helped, the patient must have the insight to 
perceive that he needs help, the belief that he can be helped and the wil- 
lingness to cooperate. The personality of the therapist must be such as 
to win his cooperation and the growth and decline of the relationship 
between him and the patient “constitutes the whole course of treat- 
ment.” Understanding alone will not effect rehabilitation. Durfee be- 
lieves that this requires a 24 hour a day devoted supervision on the part 
of the therapist and he finds from 2 to 6 to 12 months necessary. His 
basic elements of re-education are: (1) a policy of encouragement (2) 
emphasis on positive instead of negative factors. He decries the use of 
authoritarian measures, scoldings and confinements. Peabody’s*” treat- 
ment was for selected cases and took “from 50 to 100 hours of perpetual 
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treatment in mental reorganization.” It consisted of analysis, relaxation, 
hypnoidal suggestion, auto-relaxation and auto-suggestion, general dis- 
cussion, outside reading, development of one or more interests or hob- 
bies, exercise on a daily schedule and thought direction with thought 
control of the conscious mind. He, too, believed nothing could be done 
if the patient was unwilling to help himself. Strecker‘*) stresses rap- 
port of the therapist and patient on a mature plane with joint exploration 
of increasingly higher emotional levels and at the same time treatment 
of the spouse and, possibly, of any destructive factors in the family. His 
treatment would cover a year. Menninger”) looks upon the persist- 
ence of alcoholic addiction as representing a definite character deformity 
of very long standing, the modified results of childhood injuries, and be- 
lieves elimination implies a complete and thorough-going reconstruction 
of the entire personality. He believes psychoanalysis is the one treat- 
ment technic which even approaches the accomplishment of this. He 
comments that theoretically it is the treatment of choice, but practical- 
ly, there are serious difficulties in the way because of the time element 
and expense, and, furthermore, only rigidly selected cases respond to 
this. Rosanoff‘**) comments on the expense and also the lack of “cures” 
from even this extensive therapy. 

Sweden, through its non-medical Board of Temperance Control, 
selects its cases and has special institutions for problem alcoholics. The 
Salvation Army is permitted to conduct one, and old time religion is a 
definite part of treatment. This institution reports 40.0 percent per- 
manent cures. Another nearby government institution does not stress 
the religious therapy but concentrates instead on farming activities and 
shoe making. It reports 30.0 percent of its cases as remaining permanent- 
ly abstinent. A Vienna hospital receives all patients committed, then 
selects the treatable ones (who must be non-psychotic, in good health, 
younger than 55 and have settled domestic conditions) and institutes 
therapy for them in a separate ward or building. 

Some therapists are averse to any attempt to treat alcoholics in a 
state mental hospital. Strecker labels institutions as “temporary sober- 
ing up stations” and writes that they are “custodial and protective and 
this is inadequate preparation for the real struggle that is sure to come 
when the patient returns to his environment.” Menninger“) has “nev- 
er seen an alcoholic cured by confinement alone” and says his observa- 
tions are confirmed by superintendents of numerous state hospitals, one 
of whom (in 1938) refused to approve the admission of any more alco- 
holics to his hospital, not because of scientific disinterest but because of 
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conviction that residence in a state hospital at state expense accomplish- 
es nothing for the patient or for the state. In New York, non-psychotic 
alcoholics are not admitted to the civil state mental hospials. 

Treatment such as outlined above seems to connote custodial care 
for the majority of cases, with special provision for certain cases selected 
on a treatable basis, and an adequate number of therpists, highly skilled 
in the technics of psychotherapy and their special application to neurotic 
individuals who are problem alcoholics. 

The problem alcoholics who enter the state mental hospital under 
study form a heterogeneous segment. Of both sexes, they are predomi- 
nantly men, middle aged, with an established habit of alcoholism of per- 
haps a quarter of a century’s duration. Their commitment to the state 
hospital is often a last resort, other measures having been tried first. 
They were acquainted with jails, where their habit had been treated as 
a crime, not as a symptom of disease. They look upon hospitalization 
as further punishment, or at best, as a temporary residence where they 
may receive a miraculous quick “cure by mouth.” It is doubtful if more 
than a minimum perceive the need or are sincerely desirous of giving up 
their habit, thus psychotherapy starts with a handicap. Resentment over 
commitment accumulates rapidly and though they may make many 
resolutions (voluntarily and by suggestion), these are seldom deeper 
than a verbal level or more enduring than the length of their hospital 
stay. The task of a state mental hospital appears to be an unenviable 
one. Unlike private clinicians and some institutions in other states and 
in Europe, it cannot select the treatable cases for admission, but, when 
room is available, must accept all that are committed. Under existing 
conditions, the state mental hospital is an overcrowded, understaffed in- 
stitution, established primarily for the care and treatment of the insane 
rather than of the alcoholics. Many of its patients are what one psychia- 
trist has called “attenuated personalities,” lacking regenerative capacity. 
Others can respond to therapy. But the practice of deep psychotherapy 
requires an adequate supply of skilled personnel and is time consuming. 
The scheduled routine of an overcrowded institution is unfavorable to 
intensive psychotherapy, and the perpetual pressure to “get patients out 
in order to let patients in” favors the early parole of some whose “re- 
covery” or “improvement” later sometimes proves to have been a sur- 
face adjustment sufficient to justify trial in the community. 

On parole, the unadjusted problem alcoholic again becomes involved 
in his previous cycle of difficulties. If he is single and a rover, he be- 
comes lost to supervision. If he is single and returns to his parent, the 
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depéndent relationship is too deep and long standing to permit of inter- 
ference. If married, and the return is to his wife and children, the reali- 
ty problems are enlarged. The thwarted relationships existing between 
him and his spouse point to the need of psychotherapy for both, and of 
an intensive kind that requires repeated contacts with a skilled social psy- 
chiatrist; the exploration of the deeper conflicts lie within his field, not 
that of the social worker. The strained, unstable atmosphere of the 
home reacts unfavorably upon the children. As was the patient before 
them, they are in an environment that produces insecurity, anxieties, 
fears and conflicts, and mental hygiene knowledge essential to the 
healthy development and intelligent direction of their lives is needed. 
The role of the psychiatric social worker points to social manipulation 
of a supportive and encouraging character, not only to the patient, but 
to his family, and to an objective tolerance of his inevitable relapses. En- 
vironmental supervision must include arrangements for continued con- 
tacts of both the patient and the spouse with the most skilled psycho- 
therapists available. 
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We medical doctors feel that alcoholism is a medical illness—not a 
disease entity in itself, but symptomatic of a medical psychological dis- 
turbance which may be mild or benign to some extent or severe and 
malign. 

Dr. John C. Whitehorn, professor of psychiatry and director of 
the Henry Phipps Psychiatric Clinic of the Johns Hopkins Hospital, 
Baltimore, Md., writes: 

“We may usefully employ the term medical psychology to desig- 
nate theoretical formulations about human nature, in its pathological and 
normal aspects with respect to psychotherapy, together with the fac- 
tual knowledge which these formulations try to represent. The term 
Medical psychology carries the verbal implication that it is a branch of 
psychology, but there is not, in fact, the actual relationship so implied. 
Psychology, as an academic science developed in university depart- 
ments, even when cultivated by persons of medical training and psy- 
chological interest, has in general avoided the therapeutic relationship 
as a field of study, and psychotherapists have found relatively little use 
for much of the material dealt with in the ordinary college courses in 
psychology.’ Indeed, one of the major concerns of academic psychol- 
ogy has been methodology, and for such purposes, there are many 
fields of study more appropriate than psychotherapy. The scores of 
graduate students, for whom doctoral theses must be suggested or ap- 
proved, must find something simpler to work on. A further reason for 
the divergence of academic from medical psychology arises from the 
fact that neither the student nor the professor has access to the strategic 
position of the physician for the study of the therapeutic process and 
of the aspects of human nature which are revealed therein. It would not 
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be accurate, then, to say that medical psychology is the application of 
the principles of general psychology to medical problems and situations. 
Medical psychology has been practically a separate and distinct develop- 
ment. Its assumptions and theories concerning human nature, and par- 
ticularly concerning the determination and motivation of human be- 
havior, have been different.” 


With these comments of the term medical psychology, and with 
the fact that we consider alcoholism to be a medical psychological symp- 
tom illness or disturbance, the title of this paper should be very easily 
answered in the affirmative with no further words, provided the com- 
munity interested in the question has proper and sufficient “receiving 
stations” for those who come for help with the symptom-complaint— 
alcoholism. The idea set of “receiving stations” for a given communi- 
ty would consist of sufficient individual therapists, sufficient group 
therapy organizations, sufficient public and private treatment-farms, 
sufficient private and public mental hospitals and so forth, all properly 
equipped and staffed by qualified individuals. 


Up to this time I know of no community that has all the above 
properly integrated in sufficient numbers. Most communities have a 
bit of this and a bit of that; and some unusual communities are blessed 
with individuals and hospitals and organizations interested to a marked 
degree in alcoholism and who thereby help make more organized help 
available for individuals with this symptom-complaint—alcoholism. 

With or without sufficient and proper “receiving stations,” and al- 
cohol diagnostic clinic is, and can be, a great help to any given com- 
munity. For in those communities where very little treatment or other 
help is available for patients with alcohol problems, a clinic will, in my 
mind, cause enough community interest to be stirred up through the 
knowledge that much is wanted but nothing is there. 

We feel that an alcohol diagnostic clinic serves the community 
from many points of view, viz, understanding, education, diagnosis, 
treatment and guidance for help elsewhere. 

The responsibility of the clinic through its staff is to disseminate 
medical facts to the educators of the community regarding alcoholism 
and primarily the fact that the alcoholic is a sick man. This is done by 
talks to doctors, medical students, nurses, Red Cross workers, probation 
workers, veterans workers, all social workers, the clergy and teachers. 
Talks should be given and scientific material should be available to wets. 


drys and damps. 
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Under this heading of education comes understanding, which 
should be sprayed at the community in addition to being given to mates 
and relatives and others who come to the clinic. The fact and facts— 
I must again repeat—that an alcoholic is a sick man, with sick emotions, 
and personality deviations which cause him and/or which have caused 
him to use the easy available narcotic—alcohol—to narcotize his psychic 
pain. These same people and groups should be alerted to the fact that 
alcoholism does not mean that a man is a degenerate, drunkard, or bum 
to be thrown in jail. 

To digress for a few minutes, one might say at this point that an al- 
coholic in this country is partly a product of our culture; that he is a sick 
man; that he has an individual make-up with intelligence, early hurts 
and memories, with likes and dislikes, and must be treated as an individ- 
ual. Again, alcoholism is not a dissipation but a symptom of an under- 
lying personality interpersonal relationship difficulty illness. 

Concerning understanding and education both, social workers and 
the sociologically-minded citizenry should keep in mind the facts that 
the culture and social structure of our times aid and abet the symptom- 
complaint of alcoholism; and therefore to keep in mind Dr. Robert 
Fleming’s report in 1937 of an 80% decrease in arrests for alcoholism 
over a 25 year period in England, due, Dr. Fleming felt, to: 


1. Social legislation. 


2. Labor receiving equal rights and equal responsibilities with cap- 
ital and management. 


3. Legislated restricted hours of sale of alcoholic beverages. 


4. More diversion on an active participating level for the white 
collar and working groups. 


5. Temperance societies, active social service work with the indi- 
vidual and the family unit. 


We feel that these reasons for the. good results obtained in Eng- 
land prior to the current war might perhaps be investigated and looked 
into with the thought of aiding us in the decrease of individuals with 
this symptom-complaint—alcoholism. 

We must again incorporate the cohesive elements of the family, 
home and church to aid in our cultural reorientation. 

These thoughts and feelings must be accepted and transmitted by 
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the alcohol diagnostic clinic—the A. D. C. — if the clinic is to be help- 
ful to the community. 

The A. D. C. will be more helpful if it is associated with a modern 
functioning medical or health center, but in special instances it may be 
necessary to have it stand alone or as a unit of a community chest pro- 
gram. 

The A. D. C. itself should be an O. P. unit of a medical or health 
center. The staff should consist of one director—preferably a medical 
man, medical psychologist, psychologist, Rorschach worker and social 
workers. Dr. John C. Whitehorn has made the following statements 
concerning the social worker: “The psychiatric social worker, in addi- 
tion to her important fact-finding functions, serves other psychothera- 
peutic purposes which may be roughly indicated under three headings: 
(1) Managing and keeping account of changes in the material environ- 
ment of the patient (home conditions, economic assistance, foster home 
care, employment, etc.) (2) Influencing attitudes in the patient’s in- 
terpersonal environment (allaying the oversolicitous mother, clarifying 
troubled family situations, modifying teacher attitudes, etc. (3) Direct 
therapeutic influence on the patient.” 

In addition to the above suggestions, one of the secretaries should 
have available general information regarding alcoholism and questions 
which have to be answered on the spot quickly. 

With such a group in mind, we will discuss the next function of an 
A. D. C. — that is, examination and diagnosis. My experience with an 
A. D. C. has been at the Henry Phipps Psychiatric Clinic Out-Patient 
Department, where I was given carte blanche to work with alcoholics 
as I saw fit from an examination, diagnostic and extra-mural point of 
view. 

Patients are brought to and taken to and come to clinics for help 
in varying stages of behavior: — from the desaturated periodic or chron- 
ic alcoholic, the acutely intoxicated with either excitement, stupor or 
convulsions, with delirium tremens, with acute or chronic alcoholic hal- 
lucinosis, acutely or chronically psychotic (including various deterior- 
ated conditions, such as simple dilapidation and deterioration, Korsa- 
kow’s psychosis or personality and ethical deterioration), those with 
chronic alcoholic depressions, and others with paranoid trends and de- 
velopments. 

The psychiatric examination is made on all patients in varying de- 
grees depending on the accessibility of the individual in the acutely in- 
toxicated condition: and with those patients who are so upset or un- 
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manageable, a brief psychiatric consultation is usually made and the pa- 
tient should be admitted to a psychopathic hospital where, after being 
de-saturated, he should be studied the same way as an accessible patient, 
non-intoxicated at the time of examination. 

The psychiatrist makes the examination along the following lines: 

A ccmplete biographical history is taken, including place of birth, 
place in the family, developmental data, history of any illnesses, oper- 
ations or accidents, education and work records with attention to any 
failures, frictions, strains or difficulties and present occupation and finan- 
cial status. The history also includes psychosexual development, marital 
status, children, if any, and any problems associated with them or the 
mate, religious training and feelings, asocial adjustment or difficulties 
(especially difficulty with the law) and important facts about the par- 
ents and siblings and any familial diseases. 

A mental status examination makes note of general appearance, be- 
havior, manner and stream of talking, mood statement with emphasis on 
sleep, food intake and weight, disturbing physical aches or pains, spir- 
its, special preoccupations or disturbing thoughts. The sensorium is test- 
ed with attention to general information, remote and recent memory, 
judgment and insight as to why the patient drinks and his behavior. 

A neurological examination tests the reflexes, pupils, speech, gait, 
and hand-writing. In some instances blood or other physical tests are 
made and the intelligence and personality tests. 

The facts thus obtained are supplemented by objective data given 
by the social worker or relative, concerning the overall situation; and 
may be fnrther supplemented through the psychologist who makes a 
Rorschach Analysis, Thematic Apperception Test, Wechsler-Bellevue 
or Associated Word Test or the Kohs Block Test and sometimes uses 
the direct questionnaire such as the Bernreuter California Personality 
test, etc. 

We have found the Rorschach Analysis to be of utmost help in aid- 
ing us—especially in borderline cases—to determine whether or not a pa- 
tient had organic brain changes, whether or not he was quite psychotic 
in spite of his apparently well controlled behavior, other than alcohol- 
ism, or whether or not he was a totally bad egg psychopathic alcoholic. 

The Rorschach is a projective technique and enables one to sort 
of X-ray the personality structure of an individual and to reveal his 
conflicts if present and also at times to bring out early psychic hurts, 
hostilities and/or attachments. 

Beside the physical examination, including the neurological and 
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blood-test, it is sometimes necessary to have the brain waves of an in- 
dividual recorded to further help in determining the poe or absence 
of organic brain disease. 

From the above information—in addition to getting a lead or leads 
into why the patient with alcoholism needs a narcotizer, it is necessary 
from a practical point of view to determine whether or not we are deal- 
ing with a situational alcoholic, a maladjusted alcoholic, a neurotic al- 
coholic, a psychotic alcoholic, a deteriorated alcoholic, or a totally con- 
stitutional inferior—the psychopathic alcoholic. 

The A. D. C. should attempt to treat only patients who fall into the 
situational, maladjusted or neurotic groups. These patients must have 
average or better intelligence, a non-damaged brain (from evidence sup- 
plied by the Rorschach and brain-wave recording), emotional maturity 
in some life-spheres, and social and business contacts in which the alcol- 
holic association is not continuously too great. 

As stated before, the acutely psychotic and intoxicated individuals 
should be placed in psychopathic hospitals and studied along similar lines 
after they have been de-saturated. 

Individuals whom the medical psychologist feels have not too much 
to work on from both the intellectual and emotional spheres should be 
referred to stable lay groups for help. 

Along this line I might say that many people have been reported to 
have been helped by good lay groups. Reports have also come in that 
many individuals have stopped drinking by themselves, some others have 
been helped by temperance groups, others by a religious approach and 
still others by modified Keely and “conditioning” methods. Time does 
not allow me to go into the details of extra-mural treatment, but in gen- 
eral one uses the following approach: 

Individual study and personality formulation and treatment of the 
patient through distributive analysis and synthesis. This, of course, is 
preceded by a biographical history of the patient, formal mental status 
studies, and a physical examination, including a neurological survey. 
Distributive analysis is the most natural approach t othe correction of 
personality difficulties on a psychobiologic basis. The goal of treatment 
is the synthesis of the various factors and strivings which will offer the 
patient security. In this, the patient’s symptoms are considered and 
evaluated, his problems are talked over, and his memories, imaginations, 
urges, strivings, attitudes and actions and reactions to situations are thor- 
oughly discussed. In this way the physician distributes the analysis 
along the various lines indicated by the symptoms, complaints, prob- 
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lems, etc. The physician translates general principles of living into 
simple, concrete, practical methods of altering life patterns and situa- 
tions. In this way the patient, through a systematic ventilation, objec- 
tifies his problems and becomes desensitized to certain topics and fac- 
tors. Through analysis one becomes aware of one’s shortcomings and 
failures and the physician, therefore, must take a guiding hand in see- 
ing that constant attention be paid to synthesis, and thus make construc- 
tive use of what has been obtained through the dissecting procedure. 

Personality disciplining, the teaching of intellectual domination to 
replace mood domination, the study and guidance of the minutiae of 
life day by day through the analysis of concrete personal individual ex- 
periences, and the discussion of the personality liabilities of the past are 
covered in the interviews. 

Those patients who have primary or secondary psychopathology 
and who from their behavior need more or less permanent protection, 
should be guided to private or public mental hospital. Those patients 
who are emotionally quite ill should be advised to go to modern pri- 
vate psychiatric hospitals, in which the physicians have sufficient time 
to study the patient carefully and in which a thorough investigation of 
the personality is made, with due attention to the physical status. At 
such hospitals personality factors which cause the use of alcohol and 
its habit formation are often elicited and re-education along individual 
lines is started while the patient is still in a protective environment. 

An in-between group—those individuals who are not too ill emo- 
tionally from the psychiatric point of view—can in some sections of the 
country be advised to go to specialized farms. 

Only voluntary patients of average or better intelligence and 
whose brains are not permanently damaged, are selected for farm- 
treatment. This should be a non-institutional arrangement, rather iso- 
lated and situated away from taverns, saloons, etc. The farm should 
offer persons in temporary need of a protective environment an oppor- 
tunity to learn that they can live without alcohol by actually living 
without it under non-institutional conditions that approximate those of 
normal life. The treatment approach involves: (1) giving patients an 
understanding of the nature of their problem and an insight into the 
causes of their drinking, while protecting them temporarily against the 
strains and alcoholic influences of their customary environments; 
(2) helping them to discover other ways of dealing with life situations 
and emotional demands underlying their desire to drink; (3) helping 
them to develop a new pattern and rhythm of life through a planned 
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routine of daily activities and by building up their morale and physical 
health with pleasant surroundings, good food, formal relaxation prac- 
tice and outdoor exercise; (4) suggestively directing their interest and 
thought association processes into new channels and diverting their 
thoughts and feelings away from the whole problem of alcohol; (5) re- 
education along common-sense lines involving certain views, attitudes 
and insights into the problem. 

The treatment should be of a highly individual nature and should 
be undertaken with kindness and sympathy that eliminate ideas of pun- 
ishment, fears of failure and attitudes of inferiority from the patient’s 
mind. All members of the staff should be abstainers. 

At this point I do not think it amiss to relate several examples of 
patients helped through at A. D. C. 

In June, 1939, a 60 year old white widowed female was brought 
by her daughter to the Henry Phipps Psychiatric Out Patient Depart- 
ment. The daughter, also alcoholic, was a patient of mine. At the time 
she was financially unable to take care of her mother (who had spent 
$7,000 on liquor in the past 18 months) and she was also unable to have 
her home because of her behavior. The daughter had therefore ap- 
pealed to the Family Welfare for help. The Family Welfare made 
an appointment at the clinic, stating that they were willing to give the 
patient relief, but would make no disposition of the case until they 
heard from me. 

A thorough examination was made and we advised hospitalization 
at the Cambridge State Hospital for six months under the Inebriate Act. 

The patient made good recovery and progress during that period 
of time, learned to abstain, lerned better how to handle her interper- 
sonal relationships, and, in spite of her age and a previous history of 
long years of social drinking, was discharged, obtained a job, and has 
not had a drink to date in a total of five years. 

In this case, after 18 months of serious alcoholism, two outside agen- 
cies were involved: the Salvation Army, where the patient had spent 
the night before being examined, and the Family Welfare. Through 
the untitled as such, but functioning, A. D. C. the case was properly 
disposed of with excellent sustained results. 

Several years ago on a cold January day, a 42-year-old married, 
white, childless, male journalist came to the dispensary stating he was 
a chronic alcoholic and had been drinking on a spree basis for 18 years. 

He had for a 7-year period gone on drinking bouts once a month 
and five years prior to seeking our help he was fired due to drinking. 
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He then went to New York and saw a psychiatrist, who hold him he 
drank because he was emotionally immature—the result of a sheltered 
youth and the death of his father when he was 14 years old. The pa- 
tient accepted this explanation, wrote an article entitled “How My 
Drinking Led Me to Psychiatry” and resumed working in the public 
relations field. Among other accomplishments, he wrote one of the 
speeches delivered by President Roosevelt at a university fund-raising 
drive. However, feeling the New York psychiatrist had discovered 
the reason why he could not handle alcohol and that he could there- 
fore drink like a gentleman, he resumed drinking—to find himself in 
worse difficulties within six months. By the time he came to our clinic 
he had developed into a solitary drinker, consuming from one-half to 
a pint of whiskey each day. This patient was examined, privately in- 
terviewed, and referred to follow-up. 

It is interesting that at the end of the first week the following note 
was made: Patient returns very much improved, has stopped drinking 
and his shakes have cleared up a great deal. Patient desires to cooper- 
ate at this time and we will continue our study of this individual, his 
problems, his hurts, and his reactions to all of these. From the material 
available up to the present time, the outlook for permanent improve- 
ment does not seem too bright. 

We followed this man in the Dispensary for three months, during 
which time he wrote a full history, with a discussion of likes, dislikes, 
assets, liabilities, goals, ambitions, etc. Psychotherapy was conducted 
on an intensive basis and the underlying depression and feeling of being 
a detached observer rather than a participant in life was treated through 
means of common-sense re-education, ventilation and de-sensitization. 

At the end of this 3-month period he was transferred to private 
office for the purpose of lengthier more frequent interviews. At no 
time was any medical psychiatric fee charged. Within 9 months after 
the initial examination, he was earning $60 a week, was totally absti- 
nent, healthier and happier than he had been for years. At the present 
time he is making $200 a week in a responsible position. He has not 
had a drink at any time since establishing contact wth us. 

At the present time also another dispensary patient, a 31-year-old 
college graduate married woman is a paid worker at one of our social 
agencies and dcing an excellent job there. 

She came to the O. P. D. in the summer of 1942, shortly after ar- 
riving in Baltimore from another city. She stated that she needed help 
in her marriage, that she had drank too much in the past and was afraid 
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if she did not get help she would resume drinking or have a mental ill- 
ness. 

Asked why she had come to the Phipps she answered that her 
husband did not make enough money to afford a private doctor and 
that they both felt some community service should be available to peo- 
ple like themselves who, although they lacked money, did not lack 
reasonable intelligence and a sincere desire and need of help. 

In these three cases, chosen at random, definite community services 
were rendered through an A. D. C. In the first case, through our re- 
ferral to state hospital, a successful rehabilitation was made of a ser- 
iously alcoholic 60-year-old woman (now 65) who would otherwise 
have been on Family Welfare relief. In the second case, through the 
follow-up clinic, a talented productive journalist was rehabilitated. In 
the third case a young married couple was benefitted through a com- 
munity service and the community is now benefitting through the pa- 
tient’s able work at one of the social agencies. 

In conclusion and summary, these should be the functions of an 
A. D. C.—education, understanding, examination, diagnosis, placement 
and treatment. The A. D. C. should be a training center for workers 
in this field of medical social health through teaching doctors, medical 
students, nurses, all social workers and others to educate, inform and 
encourage public understanding of the fact that alcoholism is a medi- 
cal psychological problem and that the alcoholic is a sick man. 

I have, up to this time, been unable to find any liabilities to a com- 
munity in having such a clinic—and in closing, should like to make the 
suggestion that such a unit might be called an Alcohol Hygiene Clinic 
and might function vigorously in the same way as do our Mental Hy- 
giene Clinics in helping to combat social problems, to alleviate indivi- 
dual problems, to cure, to prevent, and—above all—to educate. 
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UNCONSCIOUS MOTIVATIONS 
IN GOTHIC ART 


Erwin O. CurisTENSEN 
Washington, D. C. 


The great cathedrals of the Middle Ages hold out an appeal to the 
imagination hardly equalled by any other style in western art. The 
number of books on Gothic architecture is large, but psychological in- 
terpretations are rare, and a psychoanalytic analysis is the exception. If 
psychoanalysis has a contribution to make in the field of the arts— as we 
believe it has—we should want to know how its findings fit in with in- 
formation gained from other sources. Art, psychology, economics all 
have something to say on what made possible Gothic cathedrals, build- 
ings on which generations toiled and which took centuries to complete. 

If the living architect who designed a cathedral could be analyzed, 
the situation would be more like that of a patient and psychoanalyst. 
But master-builders did not even leave us diaries which might give in- 
formation we could correlate with works of art. Materials, principles 
of construction, the growth of religion as a social institution, are some 
of the factors which make it clear what conscious thought had to do 
with cathedral building. But what about unconscious motives; how did 
they participate? 

We know that the unconscious plays a part in artistic creation. In 
the case of Marie Bashkirtseff, who achieved celebrity as a painter 
and posthumously as a writer, it could be determined that her versa- 
tility in the arts, and the subjects she selected as a painter, came from the 
UCS, whereas her style of painting was the product of teaching. It 
would have been impossible to differentiate between conscious and un- 
conscious contributions from a study of her paintings alone. To sce 
the connections between her neurosis and her art, it was necessary to 
correlate with her art numerous personal experiences described in her 
diary. 

Without the living artist or any writings by him, we turn to a the- 
ory which has been advanced, and which interprets unconscious mo- 
tives in Gethic architecture and sculpture. In the following investiga- 
tion we shall examine the art historical evidence on which the psycho- 
analytical hypothesis is based. 
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- The topic has been treated in a very fascinating manner by Richard 
Sterba‘*), and proved so stimulating that one of his suggestions was elab- 
orated by Franz Léwitsch. Sterba’s article, On the Analysis of the 
Gothic, has been briefed, and is here reproduced in small print. This 
is to give the reader in a single connected statement an outline of his 
thought on Gothic architecture. In the development of this thesis, 
somewhat more complete excerpts will be quoted in advance of the dis- 


cussion. 


Gothic architecture was universal and dominated nations like a mass neurosis, rooted 
in the broad masses of the populace. 

According to Freud, the mass soul is capable of creations of genius, and according 
to Rank, the people were enabled through their artists to maintain their balance over 
the abyss of hysteria. 

On a Gothic work of art, a whole nation builds, and the unconscious participates, 
overcoming maternal by masculine elements. The individual was less important; the 
mass participated more in the overcoming of the psychic conflicts. 

The means to build were contributed by the many. Pilgrims harnessed to carts 
took materials to the cathedral. 

To discover the origin of the sadistic-masochistic trends by which the period is 
characterized, one must analyze the basic forms of the Gothic. Round arch and barrel 
vault signify the maternal element. The round arch is a product of repression, an at- 
tempt to separate from the intrauterine situation. This maternal element attains more 
complete repression in the vertical Gothic arch, so that here the masculine dominates. 
Because artistic sublimation was forced to create out of two contrasting and diverging 
elements, the Gothic reached such a climax . . . The soldering of the libido to a trend 
toward death is the essential element of sadism and masochism. The repression of the 
female element attempted by the Gothic failed. Out of the shattered Gothic, the Bar- 
oque developed, showing mature and over-ripe feminine forms, because the Baroque 
lacked those tendencies which were operating when the Gothic was formed. 


Gothic is really no more universal than Romanesque or Classic 
architecture. But universality is emphasized, in the psychoanalytic 
thesis, and an analogy is implied between the universality of Gothic 
archtecture and the universality of neurotic symptoms and symbols. 
We shall see that the Gothic is more plausibly interpreted as sublima- 
tion than as repression; as symbol, than as symptom. 


Was Gothic architecture deeply rooted? It was, but in a different 
sense. In its structural origin, it developed out of the parish church of 
the region around Paris, where the germs of the Gothic are recogniz- 
able in the shape and character of the vaults. It is a structural system 
that grew up step by step logically and organically. This development, 


which is wholly a part of conscious thought, achieved its maturity in 
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northern France.* No comparable indigenous development occurred 
in any other country. French Gothic shows most clearly the “drive to 
verticality”. Architecturally speaking, Gothic architecture is not deep- 
ly rooted in any country but France. 

For the mass soul, “capable of the creations of genius”, Freud is 
claimed as authority. Turning to the passage in Freud“), we read: 


“In regard to intellectual achievements (Intellektuelle Leistungen), it remains a 
fact that the great decisions of mental work, decisive discoveries and solutions of prob- 
lems are possible only to the individual who works in seclusion. But the mass soul is 
capable of mental creations of genius (geniale geistige Schépfungen), as especially lang- 
uage itself proves, through the folksong, folklore, and others . 

“We may question how much the individual thinker or poet owes to the stimula- 
tion of the mass (viz., the many) with whom he lives, and whether it is not a case of 
the individual finishing a mental task to which others have at the same time made cor- 
tributions.” 


Does it not seem clear that Freud is thinking here of mental crea- 
tions in the field of language, of song and myth? Apparently the words 
“and others” are interpreted to mean that what is true of folksong and 
folklore is true of Gothic architecture and sculpture. Freud does not 
mean that among the “mental creations of genius” Gothic architecture 
is to be included. Intellectual achievements belong to conscious, di- 
rected thinking, and turn on reality, to which architecture belongs, 
whereas the creations of folklore spring from phantasy thinking and 
turn away from reality. Freud said that the “mass soul” is capable of 
creations of genius, like myths, but he did not say, of intellectual achieve- 
ments like architecture. 

Freud believes that only the individual working in solitude is cap- 
able of great intellectual achievements. In referring to McDougall”, 
Freud points out that the “mass soul” produces emotions and conditions 
which are unfavorable to mental endeavour. Where the brain worker 
owes something to others, it is a debt owed to individuals engaged on 
similar or related problems, not to the general populace. 

In the case of a cathedral, any unconscious influence on arches and 
piers—like the repression of the “maternal element”—presumably would 
come from the architect, who determines their shape. Once the foun- 
dations are laid and the bases for the piers set, construction proceeds 
according to the plan of the architect, regardless of how many others 
lay stones or carry mortar. If changes are made thereafter, they would 


* It is set forth clearly and conveniently for English readers in Moore’s “Develop- 
ment and Character of Gothic Architecture”, 1899. There is no need to review it here. 
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be determined by individuals and not by “the nation”. To say that 
“Gothic architecture is rooted in the broad masses of the populace” cor- 
responds to no reality in the building of the cathedral. 

Freud’s procedure in “Totem and Taboo” is different in two par- 
ticulars: (1) The symptom formation is in the field of language and 
social customs; (2) The particular symptoms in primitive society may 
be said to be a creation of the mass mind and to be paralleled by a symp- 
tom formation in children in the case of little Arpad. Through a ref- 
erence to psychoanalytic experience in the case of the individual, he 
justifies an expansion to the group. 

The mediaeval populace did not produce cathedrals the way abor- 
iginal tribes work out laws and customs. No evidence is given of either 
layman or architect who, in analysis or dream, gave a preference to ver- 
ticality in design because, in his unconscious, this meant the “repression 
of a maternal element”. Following the model of an individual neurosis, 
similar or related mechanisms are expanded from individuals to nations, 
from personal behavior to objective works of art, and from behavior re- 
vealed during infancy, to forces innate in the race. This seems to be 
outside strictly Freudian theory. 

Rank is quoted as follows: 

. .. the people were enabled through their artists to maintain their balance over the 
abyss of hysteria. 


ce ”? 


Subsequently, the impersonal “art” is substituted for “artists”. 
Thereby an emphasis on the individual, which Rank still implies is aban- 
doned. 

What prompted the view that “the Gothic is deeply rooted in the 
broad masses of the populace”? 

On a Gothic work of art, a whole nation builds, paints, chisels and carves. (Quoted 
from W. A. Lutz, Die Holzfiguren der Deutschen Gothik, p. 4.) 

From the wording of this quotation, and following Freud’s refer- 
ence to the “mass soul capable of the creations of genius”, it appears that 
a causal connection is believed to exist between Gothic architecture and 
a nation engaged in building a cathedral. The nation is equivalent to 
the “mass soul”, which through building, painting, chiseling and carv- 
ing “helps in shaping the cathedral”. It is difficult to understand how 
the whole nation can participate in determining the pointed arches, the 
vaults and the piers. 

Certain craftsmen were allowed a measure of freedom, as in carving 
stones in a general sculptural theme. Popular subjects were expressed, 
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in grotesque carvings and in guild windows, as at Chartres and Bourges, 
and in certain genre scenes and signs of the zodiac, as at Amiens‘. 
That is about the extent of a participation of the populace in Gothic 
architecture. Cathedrals were planned by architects and executed by 
skilled craftsmen. 

We have contemporary testimony on this point, in connection with 
the building of the first large Gothic structure, the choir of the Abbey 
of St. Denis. A monk, William, quoted by Viollet-le-Duc, writes 
that Abbot Suger of St. Denis 
“called together from various places in the kingdom every kind of workman, masons, 


carpenters, painters; iron-workers, casters, metal-workers and stone-cutters, all famous 
for the skill they possessed in their own craft.” 


Certainly these craftsmen were not the whole nation. 

Only individuals like trained and experienced master-builders could 
have solved difficulties like those of the trapezoidal vaulting bays of the 
ambulatory, or the stilting of the wall arch where transverse arch and 
2"agonal ribs meet in a small area behind the exterior buttress. The con- 
centration of thrust and transmission of strain, which are fundamental 
to Gothic architecture, are technical engineering problems. On them 
the best architects of the period worked until the system attained its 
most perfect achievement in the nave of Amiens. 

To credit technical advances to individual conscious effort seems 
reasonable; to assume a significant participation of the unconscious 
through the many who were craftsmen and laborers, in the sense that 
they determined the shapes and solved the problems, seems unreasonable. 

According to the thesis of unconscious motivation, the individual 
counted for less in the building of a Gothic cathedral. 

One would be justified in comparing the Gothic with a mass neurosis . . . all the 
more so, as it is noteworthy that the Gothic penetrates deeper into the broad layers of 
the people, that the individual was less important than is usual in art; briefly, the mass 
participated more in the overcoming of the psychic conflict and left less to individuals. 

The architects of the cathedrals were well-known, esteemed men. 
At Amiens, for example, streets around the cathedral today bear the 
names of the architects, Robert de Luzarches and Thomas de Cormont. 
William of Sens was one of the early architects of Canterbury, and Mar- 
tin Gerard was the designer of Cologne. Viollet-le-Duc sponsored an 
erroneous belief that the cathedrals were built by the burghers of the 
newly established comunes. When we recall that some decorative de- 
tails are of a popular origin, it becomes clear how such a false premise 


could arise. 
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The means to build were contributed by the many. 


On this point there is general agreement. How the church accum- 
ulated the vast resources necessary for the building of cathedrals is a 
matter of historical record. 


Pilgrims harnessed themselves to carts to take materials to the cathedral. 


Such an event took place at Chartres in 1144 and was described in a 
celebrated letter of Haymo, a Norman abbot. Such outbreaks reflect 
the emotional instability of the age, but they had no influence on the 
details of architecture. Abbot Suger, who was a witness of such a scene 
at St. Denis, thought such labor of little practical benefit. 

Following Porter’s quotation, but slightly abridged, the letter of 
Haymo reads as follows: 


“Rulers, princes, potentates . . . bound by straps to carts and like beasts of burden... 
drag to the asylum of Christ loads of...wheat, oil, mortar, wood...A thousand or more 
men and women yoked to one cart march in silence except for confession of faults and 
holy prayers for forgiveness of sin. During a halt of the procession, priests would 
preach, lull hatred to sleep, and restore the unity of spirit. Those who were unwilling 
to humble themselves would be separated from the company of holy people, and their 
part of the load was cast out as unclean. Stimulated by exhortations to penitence, old 
and young would call to the Mother of God, and appeal to her with sobs and sighs 
from the bottom of their hearts, lying flat on their bellies, kissing long the dust! They 
pray for miracles, if healing and if cures are slow to come, men and women would strip 
to the loins, fall on the ground in abject confusion, while boys and children in even 
more devout manner would drag their bodies through the dust to the altars, calling upon 
the Mother of Mercy. To obtain more quickly the cures of the sick, priests with tears 
would stand above them, striking with whips the tender exposed limbs, and those who 
were struck would sound in a single voice, Strike, whip, smite and spare not!” 


While this “cult of carts’, as it has been called, was active in Nor- 
mandy, it was especially prevalent in places dedicated to the Virgin. 
It will be noted that the participants kiss the dust—the earth as a mother 
symbol—and call to the Mother of Mercy. This suggests that repression 
has here resulted in reaction formations or symptoms which Freud 
speaks of as a lower form of sublimation. 

What is here a symptom appears sublimated in the symbol of bap- 
tism. Basic to both symptom and symbol is the desire of immortality 
through a return to the mother—Sterba’s “intrauterine situation”—in or- 
der to be born again. According to Jung”: 

“...the resistance of the incest problem makes the phantasy inventive and a sym- 
bolic transference takes place. Man is reborn but of the spirit through baptism (birth 
from water), and of generation (spiritual birth) through the descent of the Holy Spirit.” 

The desire for a return to the “intrauterine situation” finds a spe- 
cific expression in the symbol of a religious ceremony. Whether it also 
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finds expression in the details of religious architecture remains to be seen. 
Commenting upon the spirit of the 12th century, which produced 
such symptoms as the “cult of carts”, Lea”) has this to say: 

“Thrills of delirious emotions spread from land to land, arousing the population 
from their lethargy in blind attempts to achieve they scarcely knew what—in crusades 
which bleached the sands of Palestine with Christian bones, in wild excesses of flagel- 
lation, in purposeless wandering of the Pastoureaux. In the deep and hopeless misery 
which oppressed the masses of the people there was an ever-present feeling of unrest 
which constantly saw in the near future the coming of the Anti-Christ, the end of the 
world, and the Day of Judgment.” 

Even if all this is called “a participation of the unconscious”, is it 
not too removed to prove any influence on pointed arch and vertical 
pier? 


There was an abundance of reaction formation in the life of the 
period. Masochistic-sadistic trends found an outlet in severe penalties 
and punishments for minor offenses. With the tortures, burnings and 
executions of the Inquisition and an inhuman criminal law, scenes of the 
Passion of Christ in art were secondary to the actual cruelty of life. 


The life of the period richly illustrates sublimation in lower and 
higher forms. Are pointed and ogee arches, the suppression of capitals 
and the multiplication of piers and ribs really symptoms which result 
from repression? As we shall see, these architectural features can be ex- 
plained convincingly without recourse to repression. 


II 


Of the libido of the Middle Ages, it is suggested that: 


Though a portion of the libido went into asceticism, enough remained for neurosis 
and sublimation, 

To the neurotic element belong such phenomena as the “cult of 
carts” and the practice of flagellation; to sublimation, the enthusiastic 
worship of the Virgin”*’ which amounted to a veritable cult. Her im- 
portance grew as attributes formerly reserved for God were assigned 
to her. Franciscans and Dominicans vied with one another to do her 
honor. Chapels, monasteries and cathedrals were dedicated to her; or- 
ders and guilds were formed in her name. The idea that the Virgin was 
not tainted with the sin of Adam became a matter of heated controversy, 
even though he dogma of the “Immaculate Conception” was not prom- 
ulgated until the 19th century. This concern with immaculate con- 
ception, according to Jung‘*), demonstrates the resistance to incest in 
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connection with a universal desire to be reborn through a return to the 
mother and thereby to win eternal life. The “cult of the Virgin” de- 
veloped many aspects and was accessible to all, and would seem to af- 
ford opportunity to all for libido sublimation. As the symptom forma- 
tion of the cruelty of flagellation represents one side of repression, so 
the sublimation of the “cult of the Virgin” represents the other. The 
Virgin fits the part of sublimation in various specific ways, but the cath- 
edral only in a general way. As the “cult of the Virgin” is a most com- 
prehensive sublimation, why look for others in the form of particular 
resemblances between sexual demands and architectural forms? 

It is important that Gothic architecture enjoyed a full libido ca- 
thexis, at a time when the strucural basis was sufficiently advanced to 
make the mature Gothic possible. The pointed arch and the other Goth- 
ic features are certainly links in a structural development. If they are 
also expressions of the unconscious, how can they be brought into har- 
mony with what is already known? 

In support of unconscious motivations of Gothic architecture, it 
is said that sadistic-masochistic trends of the libido are important. To 
quote: 

To discover the origin of the sadistic-masochistic trends by which the libido of the 


period is characterized, one must analyze the basic forms of the Gothic and its develop- 
ment out of earlier forms. 

Round arch and barrel vault, which were known to the Egyptians, signify the ma- 
ternal element because of their resemblance to the female abdomen. The round arch 
may be considered as a product of repression, and an attempt to separate from the orig- 
inal intrauterine situation. As the Roman triumphal arch is isolated from the “cave 
idea”, it illustrates a further step away from the maternal, which, though, is still retained 
here, as well as in the deep reveal of the Romanesque arch. 

This maternal element attains more complete repression in the vertical Gothic arch, 
so that here the masculine dominates. The many piers and ribs of the Gothic, replac- 
ing earlier round columns, indicate the intensity of the repression. The fina! elimina- 
tion of the capital from the piers represents the ultimate repression of the maternal ele- 


ment, 

According to this, it is not only the conscious mind of the architect 
that determines the shape and form of the cathedral, but a racial or col- 
lective unconscious is also involved. This, according to Jung, is more 
nearly the same in all people, and it could operate through the indivi- 
dual. It appears that in the “unconscious motivation theory” each major 
stage in the evolution of arch and pier from Egyptian to Gothic archi- 
tecture is conceived as a step in a general progressive repression toward 
Gothic arches and piers. For: 


The round arch may be considered as a product of repression, and an attempt to 
separate from the original intrauterine situation. 
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The meaning seems to be that the arch lifts itself above and hence 
away from “mother earth” which is synonymous with “intrauterine sit- 
uation”. The question arises, why begin with the round arch? Were 
there no unconscious participations before the arch was invented? 

The unconscious phantasy connected with the round arch in this 
account is a psychological explanation removed from the original ana- 
tomical intrauterine situation. Could perhaps a psychological explana- 
tion be linked to the beginning of the development, before there was a 
round arch and a vault, starting with the cave, as Sydow"* has done? 

This suppressed urge to “return to the intrauterine situation” must 
be innate and must function as an active agent. During the Gothic per- 
iod it becomes more powerful, under the stimulus of further repression, 
and brings forth pointed arches and vertical piers, like symptoms in an 
individual neurosis. 

Because artistic sublimation was forced to create out of two contrasting and di- 
verging elements, Gothic reached such a climax...the soldering of the libido to a trend 
toward death, which, according to Freud (Beyond the Pleasure Principle) is the essen- 
tial element of sadism and masochism, means the strongest negation of the desire to re- 
turn to the place of origin... 

This theory makes these suppressed urges the driving power, for 
which conscious intelligence would be a tool. The desire to return to 
the “intrauterine situation”, counteracted by “external sex repression” 
becomes the force behind the Gothic. 


III 


Why should these primitive urges be repressed? Is an assumption 
of repression more plausible than an assumption of fusion with the pow- 
er to reason? Jastrow'”), following Head and Rivers, suggests that 
with the advance of civilization such reminiscences, feelings, or uncon- 
scious desires to return to infancy are fused with rational conscious mo- 
tives. 

In this persuasive hypothesis of repression, the two urges are said 
to be contradictory and to seek external expression in architecture. 
When external repression is strong, masochistic-sadistic trends and mas- 
culine dominance in Gothic art result. As repression recedes, a “ma- 
ternal upsurge” replaces the masculine Gothic with the feminine Bar- 
oque. 

Out of a shattered Gothic the Baroque developed almost without transition. . .be- 


cause the Baroque lacked those tendencies which were operating when the Gothic was 


formed. 
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It is true, in Germany the Gothic merges into the Baroque, but else- 
where there are hybrid forms of Gothic and Renaissance, as in the style 
of Francis I in France, and in the Elizabethan in England. In some 
church interior, a Baroque altar may indeed form a striking contrast to 
a Gothic choir, but what is contiguous in space may be separated in time. 


Those tendencies which “were lacking in the Baroque, but were op- 
erating when the Gothic was formed”, presumably are the sadistic- 
masochistic tendencies. But they continued in the period of the Bar- 
oque in life and in art, in some ways stronger than ever“®. The burn- 
ing of witches, in the number of its victims exceeded the earlier burn- 
ing of heretics. They were burned, no longer in ones or twos, but in 
scores and hundreds. Throughout the 16th century and into the 17th, 
Catholics and Protestants alike continued this persecution. Torture, 
once introduced by the Inquisition for the conquest of heresy, contin- 
ued as a recognized procedure in secular courts of law throughout Eur- 
ope well into the 18th century. 


In the field of art, there is plenty of pain and suffering in the mar- 
tyrdoms and killings represented in the work of such leading Baroque 
masters as Ribera, Rubens, Callot, or Goya, to mention only a few. 

The cathedral itself may be considered as an exquisite symbol of the womb. The ef- 
fect of spaciousness is maternal: the drive toward verticality of the late Gothic is mas- 
culine. What is repressed in the parts seeks refuge in a remarkable expansion of the 
cathedral itself, 

To demonstrate how the repressed parts (the maternal) seek refuge 
in the cathedral itself (the spacious hall church), “maternal” is equated 
to “spaciousness”. This return of the maternal becomes necessary 
in Gothic architecture, because in individual neurosis, according to 
Freud”, one portion of the symptom corresponds to the unconscious 
fulfillment (the repressed maternal re-appearing in the whole cathe- 
dral) while the other portion corresponds to the reaction formation op- 
posed to it (the vertical piers). The fact is, the German type of hall 
church is spacious, as space extends equally in all directions. 


The cathedral can be a symbol of the womb, even though the term 
expansive may contradict the idea of womb. In the unconscious, sym- 
bols need not be literal. Rank“®) points out that space for the uncon- 
scious symbolizes ultimately the womb, and in this extension of the 
thesis, space also means the cathedral. From the Egyptian vault, we 
arrive at the Gothic cathedral through the vehicle of the symbol. But 
does this mean that symbols build cathedrals? It seems they can, ac- 
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cording to the “unconscious motivation theory”. But, if we correctly 
interpret this thesis, it means that the following must be true: 

Symbols are unconscious forces that are innate and are continued 
down in each individual from primitive times. If these unconscious 
forces are subject to modification through external sex repression, and 
if they are active and creative forces that seek expression in structural 
material, symbols may be said to participate in the development of Goth- 
ic architecture. Is it not easier to believe that the symbolizing trend of 
the human mind applied symbols to the cathedrals after they were built, 
as was commonly done in the Middle Ages, than it is to assume that 
symbols had a part in creating cathedrals? 

Let us consider the matter of repression as related to Gothic arch- 
itecture historically. To quote: 


The church succeeded in repressing normal sex manifestations. 


If external sex repression had been a determining factor in the de- 
velopment of Gothic architecture, one might expect to find external sex 
repression and Gothic architecture to go together. The facts show no 
such correspondence. 

The south of France, Italy and the Balkan countries were but 
slightly touched by the Gothic style. Southern France was the strong- 
hold of an heretical sect opposed to the church, the Cathari, who ap- 
peared in the north only sporadically, and who originally had come out 
of the Balkan countries. Continence was a part of the dogma of the 
Cathari, but not of the Catholic clergy. Catholic priests were forbidden 
to marry, but they were allowed concubines upon payment of a trib- 
ute, the cullagium"®’. There is nothing in the evidence to suggest that 
repression of sex manifestations—if such distinctions, regionally and so- 
cially by classes are at all tenable—has any bearing on pointed arches or 
vertical piers. 

Contrast with this repression theory the structural explanation. 
Following a primitive pre-architectural period of caves and shelters, 
larger interiors necessarily replaced smaller ones, as population in- 
creased. After arch and vault had long been in use, with an advancing 
technique the more economical pointed arches and groin vaults of the 
Gothic replaced the round arches and barrel vaults of the Romanesque. 

Vaulted Romanesque churches are dark, low and massive, with thick 
walls. Piers are heavy and spreading, and take up much floor space. 
Churches had to accommodate the crowds that came to attend mass or 
to witness the exposition of relics. The necessary spaciousness was 
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achieved by the superior Gothic system. Heavy walls were eliminated, 
bulky piers were thinned down, and pointed arches with reduced thrusts 
replaced round arches. Besides, the pointed arch is more flexible than 
the round arch. Regardless of the width of the span, pointed arches of 
the same bay can be brought to the same height, and thereby assure a 
uniform level to the crown of the vault. The use of pointed arches is 
more than a matter of preference, it is a structural necessity; Gothic 
cathedrals would have been impossible without them. 

Through the use of the groin vault, loads could be concentrated on 
more numerous, individual thin piers, replacing continuous walls and 
heavy piers. These piers had to be more numerous because they were 
thinner, and they had to be moved closer together to shorten the spans 
of the long diagonal ribs of the nave vault. 

This is the simple and logical reason for using pointed arches and 
for multiplying piers. Perhaps an hypothesis which is complex, remote 
and difficult to understand can still be true. But to be convincing, it 
must relate itself to the structural explanation. For, without proof, there 
need be nothing in this “participation of the unconscious in the devel- 
opment of Gothic architecture” which would lead one to suppose that 
it is anything but misapplied psychoanalytic theory linked to incorrect 
art history. 


IV 


As sculpture deals with the human figure, it can be more expressive 
than architecture. Unfortunately, no specific examples are given to 
support a claim of a “bizarre, neurotic or schizophrenic character”. 

The “cult of carts” is associated with Chartres cathedral, and is 
cited in support of a neurotic aspect of the Gothic. One should there- 
fore expect to find some evidence of a neurotic character in Gothic 
sculpture here. Actually, the character of the sculpture of Chartres 
is one of composure, of dignity and of stability”. Many statues of 
Gothic Madonnas are mild and matronly and not at all dreamy. It is 


said: 


Gothic sculpture gives us developed symptoms, complexes of neuroses...the effect 
of the repressive thrust is noticeable in the female statues; a type of mature womanhood 
is hardly found in Gothic sculpture. The face is slightly imbecile, the child is held as 
if it were something foreign, clearly revealing a tendency against maternity. The Gothic 
is sublimation, a rejection of the maternal. 

Gothic sculpture owes its artistic originality and its cathartic effect to his hyper- 
trophy of the subconscious at the price of a loss of reality; Gothic sculpture brings the 
neurotic element close to the surface. This increased disposition to neurosis in the 
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Gothic age is a cause of a repression wave which passed through the human psyche at 
that time. 


If Gothic sculpture could come to life, an army of day-dreamers, hysterics, schizo- 
phrenics, would leave the cathedrals. It was this effect (expressed in Gothic art) that 
saved the populace from becoming neurotic. The populace clung to Gothic art as an 
anchor of safety. 

It is true, a type of mature womanhood is hardly found in Gothic 
sculpture. But this is because the human figure is concealed by the 
drapery. Anatomy is neglected; it is revealed only where the character 
especially demands it. 

What is interpreted as unattractive, unwomanly, dreamy or hyster- 
ical, is ascribed to unconscious repression of the maternal element, to 
a “hypertrophy of the unconscious” and a “catharsis through art”. The 
excessive development of the unconscious in Gothic statues is said to 
reach a point where complexes are eliminated by becoming conscious. 
According to this thesis, the repression exists in the sculptor; his work 
is an expression of his desire to escape from the “maternal element”, and 
his statues are projections of himself. To them he transfers his conflicts, 
so that he and others who see his statues may be free of neurosis. The 
application of the “unconscious motivation” theory of Gothic art to 
sculpture seems more promising than its application to architecture, par- 
ticularly if the problem could be applied specifically to individual ex- 
amples. 

Did Gothic sculpture have power to alleviate or eliminate neurosis 
for the onlooker? The idea goes back to Aristotle, who describes trag- 
edy as “through pity and fear effecting a catharsis of these emotions”. 
As tragedy purges the souls of Greek playgoers, so sculpture is believed 
to eliminate neurosis from mediaeval congregations. Contemporary evi- 
dence on the therapeutic values of art‘*’) deals largely with those who 
create art. Though the artist may resolve his inner conflicts through the 
creative process, we know less about the individual who is exposed to art 
without producing it. Art may be auto-catharsis for a neurotic artist‘°’, 
but is it catharsis for a neurotic congregation? 

Whatever feelings Gothic sculpture expresses are first of all due 
to the fact that such feelings are a part of the theological program pre- 
sented to the artist by the church. The Gothic sculptor aims to express 
those emotions which had been traditionally associated with a partic- 
ular biblical event. The Virgin smiles in the scene of the nativity, but 
weeps at the crucifixion. The angels in heaven smile in bliss; the damned 
in hell grimace in anguish and pain. The “Foolish Virgins” of the par- 
able grin foolishly, as in the Gothic statues of Strassburg Cathedral, and 
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the sibyls in Giovanni Pisano’s Gothic pulpit in the Church of San An- 
drea at Pistoia are dreamy, contemplative and ecstatic, because such ex- 
pressions are proper to their characters as seers and prophets. 

It would be more plausible not to look for neurotic traits in sculp- 
ture, at least, not until art becomes a free vehicle of expression. Free- 
dom in sculpture was unknown in the Middle Ages, when sculpture 
was close to the crafts and held down by tradition. For mediaeval art 
is impersonal* and hostile to self-expression. One would not expect the 
Gothic sculptor to be capable of the same variety of expression which 
comes within the province of a modern sculptor. What he expresses 
unconsciously are minor technical details which have become habitual 
through repetition. But such details are not expressions which could be 
called dreamy, hysterical, ugly or infantile, and which are said to be 
common in Gothic sculpture. 

To find out whether the Gothic sculptor, due to his neurosis, 
achieved a super-normal degree of expressiveness, we need to examine 
Gothic statues. As the subject of the Madonna and Child was one of 
the most common, we may confine ourselves to this type. 

In the standing Madonnas of German 14th and 15th century sculp- 
ture, the mother smiles, occasionally she is dreamy‘**), and the child is 
often held away from the body. She smiles in triumph as she offers the 
Saviour to mankind. This gesture is according to Christian dogma, and 
it is difficult to see here a neurotic intrusion from the unconscious. A\l- 
though an expression of loving intimacy between mother and child is 
more characteristic of the Renaissance, the maternal element is not for- 
eign to Gothic art. It occurs in the type of the “nursing Madonna” 
which appears in the 13th century Italian painting. In the 14th century 
Ambrogio Lorenzetti painted perhaps the best-known example, the so- 
called Madonna della Latte in the Franciscan Seminary at Siena. The 
nursing Madonna occurs in Franco-Flemish miniatures’, in a Flem- 
ish painting of the Virgin and Child of the Walters Gallery, and 
elsewhere in Gothic art. In France, the type of nursing Madonna is 
found but rarely in the 13th century, more often in the 14th century, 
and quite commonly in the rsth century”. One could think of repres- 
sion, though on the road to sublimation, in connection with the Ma- 
donna in its earlier pre-Gothic form, which is “severe, frozen, ideo- 


* Hanns Sachs (The Creative Unconscious, pp. 58, 59) believes that the Byzantine 
mosaics of the 5th and 6th centuries show “an almost complete sublimation of the in- 
stinctual life” and “the stained glass windows in some Gothic churches like Chartres 
leave a similar impression on the mind”. 
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gramatic”°”, If repression of the maternal element were general in 
late Gothic art, it should also appear in Flemish painting aas it is said to 
appear in architecture. 

Among the numerous statues of Madonna and Child reproduced in 
Pinder*‘°*) there are two which show a listless attitude on the part of 
the mother. In a Madonna at Passau‘*®), the Madonna of St. Severin, 
the child is held in an uncomfortable horizontal position. In the latter, 
one still discerns, though subdued, the original intention of the artist to 
present the child in triumph. Pinder, referring to the Madonna at Pas- 
sau, speaks of a 
“peculiar estrangement between mother and child ... stamped with a very emphatic, 
though unconscious, tired, roubled, feeling of deaths”. 

Here, at last, an art historian speaks of an “unconscious” element 
in a Gothic Madonna, and to that extent agrees in his interpretation 
with psychoanalysis. Pinder interprets the expression as a “death de- 
sire”, Sterba as a “rejection of the maternal”, by which presumably he 
also means death. 

In the Madonna from Darssow, formerly in Lubeck®”, the whole 
figure shows indeed a dreamlike character. This exaggerated action of 
the mother, seemingly wishing to disassociate herself from the child, is 
difficult to understand. As feelings of fatigue and listlessness are well- 
known neurotic symptoms, perhaps the feeble way the child is held— 
the mother seems almost ready to drop him—denotes the neurotic symp- 
tom. In these two examples, it seems that neurotic elements do exist. 
We can admit their presence without agreeing on what caused them. It 
is claimed that the neurosis of the Gothic is due to a general repression 
which characterizes the period. The evidence suggests that they are not 
general, but found only in a few instances. 

For an investigation of these trends, as they exist in statues like the 
above, we need to know something about the artist, and we should also 
have more specific information on the religious environment in which 
he lived. Though there was only one orthodox church, there were her- 
esies and schisms which present variations from the official dogma. It 
is conceivable, therefore, that either the individual artist or the religious 
background may be the cause for variations from normal interpretations. 

The possibility of conscious motivation should not be overlooked. 
We noted that the motive of a triumphal presentation of the child is 


* The comprehensive and authoritative work by this well-known contemporary 
scholar was substituted for W. A. Lutz, Die Holzfiguren der Deutschen Gothik, used 
by Sterba, as no volume of Lutz could be located. 
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the chief content of the Madonna and Child statue of this period. The 
counterpart to triumph is humility, as it is suggested in the Virgin of 
the Annunciation, who answers the angel, “Behold the handmaid of the 
Lord; let it be done then according to thy word.” (St. Luke, 1, 38) 

It may be the humility of the mother, who feels unworthy of con- 
tact with the divine child, or a repressed grief due to a foreboding of 
the death of her son, which is expressed in the Darssow Madonna. This 
may explain the lack of inner and outer stability. The dream-like char- 
acter may really mean an ethereal frailty; the mediaeval imagination 
raises the Virgin to a level of spirituality above the material. Moreover, 
the miracles of divine conception and virgin birth, as reported in the 
Liber de infantia, the Pseudo-Matthew Gospel‘*”, contribute to such 
an elevation of the Virgin into a super-human sphere. In the “Golden 
Legend”’*”), a late mediaeval collection of popular Christian legends 
that were widely known, we are told: 

“This the Jews tell us, that though Mary was surpassing fair, no man could ever 
look upon her with desire.” 

In German Gothic painting of this same period, of the School of 
Cologne, the Madonna has a similar dreamy, childlike expression. This 
is in keeping with her innocence and purity of soul. The childlike char- 
acter of the Virgin corresponds to her godlike aspect. To be humble, 
and to be as a child is in the spirit of Christian belief. For we read: 


“Except ye be converted, and become as little children, ye shall not enter into the 
kingdom of heaven”. (Matthew, 18, 3) 


An infantile character of the Virgin in art need not reflect a neu- 
rotic trend on the part of the Gothic period or of the Gothic artist. 

The infantile character is not a creation of the artist, but of Christ- 
ianity, and therefore existed before the Gothic period. This “regres- 
sion to the infantile in Christianity” Jung‘*) believes to have been due 
to a far-reaching depreciation of woman in antiquity, 
“which hindered the outflow of libido which cannot be satisfied by sexual activity, be- 
cause it belongs to an already de-sexualized higher order...therefore the libido set out 


in search for the difficult to obtain, the worshipped, but perhaps unattainable goal, and 
which in the unconscious is the mother.” 


As the infantile expression develops out of devotion, it is a product 
of sublimation rather than of repression. 

Neither Gothic art nor the art of the earlier Middle Ages shows 
any interest in or capacity for bodily beauty; a sensual element hardly 
exists. It is this “ugliness” in the carved statue—which appears also in 
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Gothic painting—which is attributed to repression, as if it were a symp- 
tom of violent inner struggle. It is not this, but the disinterestedness of 
the Christian religion in the beauty of the body. Narcissism which was 
centered upon the body during antiquity 
“was directed toward the conception of a Deity with whom the ego strove to attain a 
mystical union and, through it, to recapture its complete narcissistic investment” (34). 
Though Gothic sculpture illustrates Christian beliefs, the extent to 
which Gothic sculpture may also be the creative and sensitive interpret- 
er of deep-seated emotions remains problematic. If it should be possi- 
ble to demonstrate that innate and primary urges of a kind here suggested 
are reflected in Gothic sculpture, the subject deserves a carefully docu- 
mented presentation. 


SUMMARY 


1. In attempting to explain analytically the art of centuries with- 
out a knowledge of the artists, the investigator is severely handicapped. 


2. Structurally, Gothic architecture is a development of northern 
France, and not a spontaneous and universal growth throughout Europe. 


3. Gothic architecture has closer connections with the architect 
than with the general populace. The idea that the indviidual was less 
important “than is usual in art” is based on misunderstood art history. 


4. An assumption that “the mass soul is capable of creations of 
genius” in support of the origin of Gothic architecture, is due to a mis- 
interpretation of Freud. 


5. The fact that pilgrims harnessed themselves to carts is unrelated 
to the details of Gothic architecture. The neurotic symptoms can be 
demonstrated in the life of the period; sublimation in the “cult of the 


V irgin”’. 


6. Though Gothic architecture enjoyed a full libido cathexis, the 
pointed arch and other details are links in a structural development, and 
not expressions of the unconscious. 


7. The assumption that unconscious phantasies can be linked to 
the round arch, so as to become creative forces that produce definite 
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architectural results, is not compelling; assumptions to the contrary are 
equally valid. 


8. As the sadistic and masochistic conditions characterize both the 
life and art of the Gothic and of the Baroque, they could hardly hvae 
been the exclusive formative factors of the Gothic. 


9. That sex repression was involved is doubtful. The historic back- 
ground shows no correlation between sex repression on the one hand, 
and the regions and groups responsible for the style on the other. 


10. Though the structural explanation of Gothic architecture is not 
the only one, it explains the details better than psychoanalysis. 


11. Developed symptoms in Gothic sculpture are exceptional, rath- 
er than general as claimed, but were common in the religious life of the 
period. 


12. That Gothic sculpture acted as a catharsis, as described, for a 
neurotic congregation, may be doubted. 


13. Characteristics interpreted as neurotic symptoms in Gothic 
sculpture belong to Christianity rather than to art, and existed before 
the Gothic period. 


14. The premises in regard to Gothic architecture are misleading 
or incorrect. The facts alleged in regard to Gothic sculpture are vague, 
and too general; the conclusions in regard to both are unconvincing. 


Does it not seem that the psychoanalytical approach over-simplifies 
the facts of art, ignores the background of history, and takes the validity 
of its own theory too much for granted? It attempts too much analysis 
with too few facts. Hence assumptions are left without foundations, 
so that other explanations might be equally valid. 
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Latin American 


News and Comments 
by S. B. Kurasn 





During a four-month tour of South America in the summer of 1944 
Dr. Negley K. Teeters, Professor of Criminology at Temple Univer- 
sity, had a favorable opportunity of viewing and evaluating the meth- 
ods used by the various countries in combating crime and delinquency. 
Traveling on a special grant from the Department of State he visited 
Panama, Colombia, Ecuador, Peru, Bolivia, Chile, Brazil and Argen- 
tina. Because of lack of time he was unable to visit the other countries 
or to stop at Devil’s Island in French Guiana. ‘He did, however, man- 
age to obtain an interesting view of these rapidly dwindling French 
colonies from the air. 

Dr. Teeters was particularly impressed with the gracious courtesy 
afforded him by the various officials of practically all the countries he 
visited as well as the keen interest demonstrated in attempting to de- 
velop a progressive system of penal treatment. Prisons range from ex- 
cellent to deplorable, depending on the country. His findings will be 
presented in book form in the near future.) 

A number of the penologists, psychiatrists and penal lawyers are 
subscribers of the Journal of Clinical Psychopathology and many are 
familiar with our latest books dealing with the problem of crime. Dr. 
Teeters had the opportunity of chatting with several editors of the var- 
ious Revistas published in many of the South American countries and 
all expressed a strong desire to exchange publications as well as ideas. 
He also was invited to speak before a number of learned societies com- 
posed of lawyers, psychologists and psychiatrists. Among these were 
El Instituto de Criminologia, in Quito, Ecuador; the Sociedad Peruana 
de Ciencias Penales, in Lima, Peru; and El Instituto de Ciencias Penales 
in Santiago, Chile. He also spoke before the students of the School of 
Law at the University of Sao Paulo, Brazil and the trainees in the Po- 
lice School in Santiago which is under the direction of Dr. Israel Drap- 
kin who is well known in the United States. 


(1) For an account of South American penology see Dr. Teeter’s articles in Fed- 
eral Probation, January-March, April-June, 1944. 
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The following students of criminology and penology not only 
served as hosts to the visiting professor but proved themselves almost 
indispensable in interpreting their methods of combating the problems 
of crime, delinquency, and education, as well as official apathy and com- 
munity indifference: in Panama, where Dr. Teeters not only visited the 
jails and prisons of Panama City and the interior, but also the penal col- 
ony at Coiba in the Pacific, he was sponsored by the six members of the 
Commission who visited the United States in 1942, headed by Sr. José 
Ignacio Quiros, secretary to the Minister of Government; in Bogota, 
Columbia by Dr. Francisco Bruno, formerly Director General of Pris- 
ons and now a member of the Supreme Court, Dr. Jorge Pinzon Ferro, 
present Director of Prisons and Dr. Rafael Escallén, Attorney General; 
in Quito, Ecuador, by Dr. Emilio Uzcatagui, prominent lawyer of that 
city, Dr. Julio Endara, well known psychiatrist, Dr. José Espinosa, Di- 
rector of the Institute of Criminology, Dr. Olberto Orroyo, penal law- 
yer and professor at Central University, and several other professors of 
Central University. 

In Peru, Dr. Teeters was sponsered primarily by Dr. Gabriel Semi- 
nario Helguero, Director of Prisons, and his efficient prison architect, 
Sr. Ernesto San Martin. However, he met and talked with a number 
of interested professional men including Dr. Carlos Valdez de la Torre, 
President of the Peruvian Society of Penal Sciences, Dr. Livardo Aba- 
mora Silva, Dean of the Faculty of Law of San Marcos University, Dr. 
Carlos A. Bambaren, distinguished psychiatrist of Lima, and Dr. Luis 
Guillermo Cornejo, professor at the University of Arequipa. He was 
accompanied to the children’s institutions by Senora Mercédes Galla- 
gher de Park, who has been vitally interested in child welfare problems 
for many years. 

In Bolivia Dr. Teeters was unable to meet many public officials 
since they were too much involved with more serious matters than penal 
administration. He was, however, given permission to visit the Pan- 
optico in La Paz and discussed the projected plans for a prison reorgan- 
ization with the then Minister of Government. He did, however, meet 
and talk with Dr. Manuel Lépez-Rey Arroja, noted Spanish penal law- 
yer who is now living in Bolivia and has only recently completed a new 
projected penal code which will without doubt be adopted very shortly. 

In Chile, Dr. Israel Drapkin, Director of the classification clinic in 
Santiago’s penitentiary, served as sponser and guide for Professor Teet- 
ers. The then Minister of Government, Sr. Oscar Gajaido Villarvel, 
and Dr. Julio Olavarria Avila, Director of Prisons, were especially kind 
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in planning an itinerary throughout the country. Visits were made to 
Chillan, Talca and Valparaiso where the physicians Dr. Juan Gallo, 
Dr. Victor Macchiavello and Dr Fernando Meyer Klare, respectively, 
entertained Dr. Teeters. In Santiago, Dr. Luis Cousino Maclver, pres- 
ident of the Institute of Penal Sciences, was most courteous, as well as 
the officials of President Rios’ special project, Cuidad del Nino, a most 
interesting children’s institution. These included Sr. Juan Lazarrigues, 
the general manager of the school and Senorita Matilda Huici, a social 
worker. - 

In Argentina, Dr. Teeters was sponsored by Dr. Eduardo Ortiz, 
Director General of the country’s prisons. He also spent much time 
with Dr. Jorge Eduardo Coll, professor of law and one of Argentine’s 
foremost students of child care, and Dr. José M. Pirovano, architect of 
prisons. Senorita Gisele Shaw, who is especially interested in women’s 
institutions and who has attended several of the Congresses of the Amer- 
ican Prison Association, was also quite helpful. 

In Brazil, Dr. Teeters spent some time in Sao Paulo followed by 
an extended visit to Rio de Janeiro. At both cities he had the good for- 
tune to meet many prominent men interested in his field. In the former 
city he talked with Dr. Joao Carlos da Silva Telles, Director, and Dr. 
Joao Rodrigues da Meréje, Secretary, of the Instituto da Biotipologia 
Criminal at the Penitentiary of Sao Paulo, Dr. Noé Azevedo, professor 
of law at Sao Paulo University, and Dr. Hugo Fagundes, Director Edu- 
candaria Dom Duarte, a model school for boys. In Rio, he was spon- 
sered by the well known Dr. Lemos Brito, president of the University 
Council of the Federal District of Rio and who has attended the Inter- 
national Penal Congresses. Other outstanding students of penology 
and penal administrators with whom he conversed and by whom he 
was enthusiastically received were Dr. Roberto Lyra, penal lawyer, 
Dr. Tenente Victorio Caneppa, director of the Rio penitentiary who is 
doing an excellent piece of prison work, and Sr. Espedito Perdigao, di- 
rector of the new institution at Bello Horizonte, the model city of Bra- 
zil. 

Dr. Teeters reports that the prisons and children’s institutions in 
Brazil and Argentina compare favorably with some of the best in the 
United States; that Colombia has “solved” two perennial prison prob- 
lems, that of productive employment and wholesome sex experience 
for prison inmates; that Chile’s Cuidad del Nino in Santiago, the Col- 
onia Hogar Ricardo Gutiérrez and La Escuela Hogar Santa Rita, in Ar- 
gentina, the former for boys and the latter for girls, the two children’s 
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institutions in Sao Paulo, Educandario Dom Duarte, on the outskirts of 
the city, and the larger Reformatorio Modelo, in the central city, are 
among the best in South America and compare most favorably with the 
best we have in our own country. He also reports that Peru is build- 
ing two new children’s institutions in Lima and has only recently passed 
an appropriation providing for the construction of several small pris- 
ons throughout the country, the plans for which were on the drawing 
boards when he was there; and that aside from the establishment of a 
guard training program in Chile, which Dr. Drapkin graciously cred- 
ited to Dr. Teeters’ visit, and the passage of a new probation law for 
adults in August, there is nothing promised for progressive penology 
in that country; that Bolivia, in spite of its brand new penal code which 
still is not in effect, we can expect nothing from that country; and aside 
from the men of vision in Quito, mentioned earlier, who have tried des- 
perately hard to develop a modern penal system in their country, little 
can be expected in Ecuador until a stable government has had time 
enough to get around to reform in this field. And in Panama, hopes 
are none too high in penal circles although an excellent division of child 
care has been established under the able direction of Senora Clara Gon- 
zalez de Behringer. Dr. Teeters reports that the penal colony of Coiba, 
situated in the jungles of the Torrid Zone, malaria ridden as it is, should 
be abolished and the prisoners transferred to agricultural colonies on 
the mainland. He also adds that the penal establishment of Gamboa, 
operated by our own government in the Canal Zone, should be investi- 
gated by some such organization as the Osborne Association since, in 
his judgment, it does not square with many of the standards of modern 
penology in spite of its scrupulously clean appointments. 

The war interrupted the plans of the South American criminolo- 
gists and penologists for the third Congress which was scheduled to be 
held in 1944 at Rio de Janeiro and which was to embrace all the coun- 
tries of the Americas. The two previous assemblies, held at Buenos 
Aires in 1938 and Santiago in 1941 were known as Latin American Con- 
gresses. It was voted unanimously at Santiago to call the one scheduled 
for 1944, a Pan American Congress. This friendly gesture is charac- 
teristic of the present attitudes of all those concerned with criminal 
treatment to join with penologists in Central and North America in 
studying progressive trends in criminal causation and penal treatment. 
Dr. Teeters feels that we in the United States can learn much from 
South and Central America in penology such as exploring possible so- 
lutions to the prison sex problem, idemnity for crime, instituting a trial 
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period prior to parole—to mention a few possibilities—and, at the same 
time, we have some things to offer. A healthy and potentially desirable 
project which is now being considered is the possibility or setting up 
an institute in this country, in Washington, Phladelphia or New York, 
which prison administrators of Central and South American countries 
might attend. Here they could exchange ideas and concepts regarding 
penal treatment with our own penologists and from which sessions 
much of real value would be gained for all attending. 

While Dr. Teeters traveled on a grant from the Cultural Relations 
Division of the Department of State, the first, by the way, ever granted 
for this purpose, his sojourn was strictly private and on his own initia- 
tive. He speaks highly, however, of the officials connected with the 
various embassies, especially the Cultural Relations Attaches, who made 
his trip both pleasant and fruitful. 
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Scientific Meetings 


The Association held the following regular meetings: 

Friday, January 26th, 1945, a Symposium was held on “Gastro- 
Enterology and Psychotherapy. A discussion of Selected Borderline 
Topics”. The papers of the evening were as follows: 

1. “Psychosomatic Medicine versus Clinical Medicine,” by An- 
thony Bassler, M. D. 

2. “Is Race a Factor in the Rehabilitation of Soldiers with Ulcers 
and Psychoneurosis?” by Samuel Weiss, M. D. 

3. “Roentgenological Studies of the Gastrointestinal Tract in Psy- 
chosomatic Condition” by Frank J. Lust, M. D. 

In the discussion that followed Doctors Joseph Wilder, Alfred 
Schick, Ernest Hammerschlag and Paul Federn participated. 

Friday, February 23, 1945, William Wolf, M. D. delivered a pap- 
er on “Relation of Endocrine Glands to Emotional Disturbances, Crime 
and Rehabilitation”. 

The discussion was opened by Max Helfand, M. D. Others par- 
ticipating were Doctors Joseph Wilder, Harry Benjamin, H. S. Ephron, 
Otto Lowenstein and Posner. 

At the meeting to be held on March 30, 1945, Dr. Nandor Fodor 
will read a paper titled “Psychoanalytic Approach to the Problem of 
Occultism”. 


The discussion will be opened by Gustave Bychowski, M. D. 
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Current Seminars 


Joseph Wilder, M. D. started his Seminar on “Psychosomatics” on 
February 79th, which will continue until April 11th, 1945. 

P. Lionel Goitein, M. D. will hold a five-session Seminar on “The 
Psychodynamics of the Unconscious”. The dates are: Monday, March 
26th, Thursday March 29th, Monday April znd, Thursday April 5th 
and Monday April 9th. Time g P.M. Place: to be announced later. 

Dr. Ernest Harms started his course on “Play-Diagnosis and Play- 
Therapy of Children and Adults” on January 25, 1945. This course 
comprises nine double-sessions, which are held each Thursday at 9 P. 
M. at The Mann Studio, 112 East 55th Street, New York. The course 
will end on Thursday, March zgth. 

Information regarding the Association may be obtained from the 
Secretary. 
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The NATIONAL COMMITTEE ON ALCOHOL HYGIENE, Inc. 


To the Medical Profession Interested in Alcoholism: 


The Purpose of The National Committee on Alcohol Hygiene, Inc., 
a group of medical workers—physicians, nurses, medical psychologists, 
medical psychological workers, medical social workers, and medical 
technicians—with National Headquarters in Baltimore, Maryland, is to 
disseminate scientific findings and opinions to the public (through var- 
ious educators) on the subject of alcoholism, with the primary view of 
educating individuals and the community about alcoholism; the effects 
of alcohol on the individual; and the significance of alcoholism and the 
social structure of our times. 

The above is to be attempted through institutes, publication and 
distribution of reprints and bi-monthly bulletins of abstracts, and—in 
the future—a school for alcohol education based on the above. 

The National Committee on Alcohol Hygiene, Inc., is particularly 
concerned with the practical problem of alcoholism (cause, prevention 
and treatment) and mot in academic research, a field of study which is 
left to others. This group desires to be of aid to physicians and their 
co-workers in handling our nation’s greatest unsolved health problem, 
alcoholism. 

Interested individuals and groups desiring further information 
should communicate with The National Committee on Alcohol Hy- 
giene, Inc., 2030 Park Ave., Baltimore 17, Md., for a copy of the bi- 
monthly bulletin, ALcono, HyGIENe. 


Notes Regarding The National Committee on Alcohol Hygiene, Inc., 
Baltimore, Maryland. 


In our last issue we announced the formation of The National Com- 
mittee on Alcohol Hygiene, incorporated September 15, 1944, under 
whose auspices an Institute on Alcoholism was held in Baltimore, Sep- 


tember 14th. 

This group is composed of practical medical psychological physi- 
cians, social workers and technicians whose purpose is to educate the 
community concerning the problem of alcoholism by educating the edu- 
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cators and those actively engaged in public welfare work. This is to 
be accomplished through articles, lectures, Institutes and distribution of 
selected written material, reprints and bulletins. 

Under the executive directorship of Robert V. Seliger, M. D., The 
National Committee also publishes a bi-monthly, ALconot Hyciene, in 
which are currently appearing papers read at the September Institute, 
and solicited articles dealing with various phases of alcoholism. In ad- 
dition to discussions of “New Approaches to Understanding the Alco- 
holic” and “Alcoholism and Crime”, future issues will also contain pa- 
pers on thoughts and feelings concerning prevention of alcoholism. 

Atconot Hyciene is distributed without charge to groups and in- 
dividuals as an educational measure to disseminate factual scientific in- 
formation about alcoholism, the symptom of a medical psychological 
illness to be distinguished from social drinking as such. For subscrip- 
tion to ALconot Hycaiene and other information, address: 


The National Committee on Alcohol Hygiene, Inc., 
2030 Park Avenue, Baltimore 17, Maryland. 
The National Committtee on Alcohol Hygiene, Inc. 
National Headquarters, Baltimore, Md. 


Executive Staff 


Executive Director: Robert V. Seliger, M. D. 
Director of Editorial and Educational Projects: Robert M. Lindner, 
Ph.D. 


Director of Clinical Investigators: Lawrence F. Wooley, M. D. 
Director of Scientific Investigators: Victoria Cranford 


Committee Members 
* Members who have joined this Committee since our last announcement 


*Edward B. Allen, M. D. 
Senior Resident Physician, The New York Hospital, Westchester Division. White Palins, 
New York. 


*Hervey M Cleckley, M. D. 


Profesor of Neuropsychiatry, University of Georgia, School of Medicine, Augusta, Ga. 


*G. Kirby Collier, M. D. 


Consulting Psychiatrist, Rochester, New York. 


*Arthur N. Foxe, M. D. 


Associate Managing Editor, Journal of Nervous and Mental Disease, Consulting Psy- 
chiatrist, New York, N. Y. 
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*Wyatt Jones, D. D. 
Formerly at Sheppard and Enoch Pratt Hospital, now Psychiatric Religious Advisor, 
Editorial Division-Board of Education, Nashville, Tennessee. 


*John C. Krantz, Jr., Ph. D. 
Professor of Pharmacology, University of Maryland School of Medicine, Baltimore, Md. 


*William S. Meacham 


Chairman, Parole Board, Richmond, Va. 


*Major Merrill Moore (M. C.) 


Associate in Psychiatry, Harvard Medical School, Cambridge Mass.; Director of Re- 
search, Washingtonian Hospital, Boston, Mass. Now serving in the Southwest Pacific. 


*Vernon Scheidt, Ph. D. 
Psychologist, Williams and Wilkens Publishing Co., Baltimore, Md. 


*James H. Wall, M. D. 
Assistant Medical Director, The New York Hospital, Westchester Division, White 
Plains, New York. 


*David C. Wilson, M. D. 


Professor of Neurology and Psychiatry, University of Virginia Medical School, Uni- 
versity, Virginia. 


ASSOCIATION FOR THE ADVANCEMENT OF PsyCHOANALYsIS, Inc., is 
composed of members and associate members who are physicians train- 
ed in psychoanalysis. Regular meetings, open to the public, are held 
at the New York Academy of Medicine the fourth Wednesday evening 
of each month. 

The scientific publication of the Association is The American Jour- 
nal of Psychoanalysis. 

The American Institute for Psychoanalysis, 135 East 63rd Street, 
functions under the auspices of the Association. Training in psycho- 
analysis is given to qualified psychiatrists. Courses are also given in con- 
junction with the New School for Social Research to physicians and 
others. 

The auxiliary Council, also a subsidiary of the Association, is com- 
posed of lay members. Public lectures and courses are given by psycho- 
analysts under its auspices. 

Further information regarding the activities of the AssociaTION FOR 
THE ADVANCEMENT OF PsycHOANALysis, INc., may be obtained from the 
secretary, Elizabeth Kilpatrick, M. D., 57 East 88th Street, New York 
28, N. Y. Phone: Sacramento 2-4041. 
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InpivipuaL Psycuotocy Association, New York, INc. 
(Adlerian School) 


I. Tue Association. Alfred Adler’s following in the United States 
grew continuously from his arrival in this country until his death. (Ed- 
inburgh, England, 1936). His ideas became integrated in science and 
literature. Many a school of psychology used Adlerian principles as 
the basis of their teachings, some of them giving Adler due credit. 

With the influx of Adler’s European disciples to this country a 
new phase started in the activities of Individual Psychologists. Due to 
the efforts of Mrs. E. Frohnknecht, former Secretary and now honorary 
member of the Association, the “Individual Psychology Association, 
New York, (Adlerian School)” was incorporated by the Board of Edu- 
cation in Albany. 


II. THe Scientiric Procram. Regular public lectures and dis- 
cussions of the Association have elicited great interest. The following 
is the Program of Lectures to be held in the coming months: Wednes- 
day, April 4, 1945, “Medical Psychology and Clinical Psychiatry” by 
Maximiliam Silbermann, M. D., Associate, Dept. of Neurology, N. Y. 
Medical College. Wednesday, April 18, 1945, “Current Problems of 
Youth”, by Elvira Kaufmann, B.S. Wednesday, May znd, 1945, “The 
Neurotic’s Approach to Life”, by Olga Brody Oller, M. D., Ph. D. 
Place: Carnegie Hall, Studio 843-4, 154 West 57th Street. Time: 8:15 
sharp. 


Courses on the theory and practice of Individual Psychology have 
been given throughout the season. Courses which started recently are: 
“Classroom Discipline through Personality Adjustment” (Teachers in 
Service) by N. E. Shoobs, B. S. M. A. and “Psychology and Sociology 
for Nurses in Training at Welfare Island” by Blanche C. Weill, Ed. D. 


Ill. Tue Inpivipvat Psycuotocy MoveMent. Frederick Feich- 
tinger, M. D., psychiatrist and instructor in psychiatry, New York Med- 
ical College, is the head of the Consultation Service at Community 
Church. Other members of our Association work in Hospitals, Social 
Agencies, Day Nurseries, Kindergartens, Schools, etc. Contacts and 
cooperation with other groups engaged in the study of personality de- 
velopment have been established. Their procedures have been used and 
the results obtained have been interpreted according to the principles 
of Individual Psychology. 
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Rudolf Dreikurs, M. D., is teaching psychiatry at the Chicago Med- 
ical School; he is editor of the Individual Psychology Bulletin, a quar- 
terly publication. The activities of the Chicago group are similar to 
those in New York. 

Lydia Sicher, M. D. and Ph. D., has organized a very active group 
in Los Angeles, California, where classes are held for school physicians 
at the postgraduate College of Medical Evangelists; classes for Public 
Health Nurses and Teachers of the District of El Monte; courses for 
the staff of Training School of University of Los Angeles; adult educa- 
tion program of University of Los Angeles; classes and lectures for 
teachers, nurses, physicians on the Mental Hygiene Program, Bakers- 
field, California. 

There is another group in Ogden, Utah, and one in Rio de Janeiro, 
Brazil. 

Alexander Adler, M. D., teaches psychiatry at Duke University, 
Durham, North Carolina. 

Information concerning the “Individual Psychology Association, 
New York, Inc.” can be obtained from the Secretary, Mrs. Danica 
Deutsch, 333 Central Park West, New York 25, N. Y. Phone ACad- 


emy 2-4439. 


AMERICAN SOCIOMETRIC ASSOCIATION 


President: J. L. Moreno 

Secretary: Helen H. Jennings 

Treasurer: George A. Lundberg 

Councellors: Gardner Murphy, Ronald Lippitt, Zerka Toeman 

Some of the founders of the society are: E. L. Thorndike, Henry 
A. Murray, F. Stuart Chapin, Ernest W. Burgess, ‘Talcott Parsons, Mar- 
garet Mead, Howard W. Blakeslee. The society was formed by one 
hundred charter members. 

* *_* 

Tue PsycHopraMatic INstiruTe under the direction of J. L. Mor- 
eno, M. D. announces a seminar on “Psychodrama” consisting of a ser- 
ies of lectures with demonstrations. The sessions take place in the Aud- 
itorium of the Psychodramatic Institute, 101 Park Avenue, New York 
at 8:30 P. M. every Friday, beginning March 30th. Information can be 
obtained from the Secretary of the Institute, telephone MUrray Hill 


3-1626. 
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Among the 24 sessions comprising this seminar are the following: 
“The Interview Process in Psychodrama,” “The Theory of Situation 
Analysis,” “Psychodrama and Play Therapy,” “Application of Psycho- 
drama to Crime and Delinquency Problems,” “The Sociometric Test,” 
“Psychodrama in Social Psychiatric Work,” etc. 

The Institute also announces a series of monographs, published by 
Beacon House Publishing Company. Following are the names of a few 
pamphlets written by J. L. Moreno, M. D.: “Psychodramatic Treatment 
of Performance Neurosis” ($1.50); “Sociodrama — A Method for the 
Analysis of Social Conflicts” ($1.25); “Psychodrama and Therapeutic 
Motion Pictures” ($1.25); “Spontaneity Theory of Child Develop- 
ment” ($2.00), etc. 

Information can be obtained at the Beacon House Publishing Com- 
pany, ror Park Ave., New York City, Murray Hill 3-1626. 


NationaL Nevuropsycuiatric INstiruTe Brii* 


H. R. 2550 provides for Federal grants to states for clinical ser- 
vices that have been a long standing need of health, social and educa- 
tional agencies. It provides for the training of personnel for such clin- 
ics and for research that should extend their technical capacities. 

The campaign against mental ill health has struggled against im- 
mense odds in its effort to progress. Starting with asylums is was faced 
at the same time with converting them into hospitals and bringing into 
them the advances of modern medicine. It had to contend with geo- 
graphical isolation, laws based on criminal procedure, indifference of 
medical schools, poor financial support, haphazard training of person- 
nel and half-hearted research. No wonder that today many still re- 
main as asylum and very few of the larger institutions are hospitals 
throughout. 

H. R. 2550 offers the needed outside lift to the states’ bootstraps, 
and should do much to change this picture. It provides for a central 
research hospital in the group of the United States Public Health Ser- 
vice units at Bethesda. While such great liberality is afforded that the 
“garret” worker can find the facilities here with which to carry on his 
investigations, it has also the stability to pursue the many psychological 
problems confronting our government with its varied interests in pro- 
moting the general welfare: social security, old age assistance, public 
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health, rehabilitation, maternal and child health and crippled children 
and delinquency. 

Secondly, this bill provides for grants-in-aid for research under 
other than the U. S. Public Health Service auspices. In many cases, if 
studies are to be valid, people must be studied where they are and as a 
part of their social setting and so research must be decentralized and 
hospitals, universities, clinics and other facilities must be helped finna- 
cially to pursue the research leads that their everyday work brings to 
them. 

Thirdly, as indicated above concern for mental health has had all 
it could do to struggle out of its past. Its future lies where mental 
health problems are generated and can often be forestalled, in the com- 
munity. Grants-in-aid will enable many states to capture this future. 
Either through existing programs of states, the mental hospitals or as 
an independent function, states can be helped to provide clinic facili- 
ties on a broad scale. 

But clinics and hospitals are no better than their staffs and training 
for nurses, psychiatric social workers, attendants, psychologists, occu- 
pational therapists and psychiatrists can be facilitated under the provi- 
sions of this bill. Not only can this be by fellowships and scholarships, 
but also by developing the training facilities themselves. 

The administrative responsibility for this work is vested in the U. 
S. Public Health Service and real authority is given to a special profes- 
sional Advisory Council which will pass on all projects. 

While grants to states are channeled through state health depart- 
ments, in many states the real administration department for this field 
will be some other such as welfare or mental hygiene, ,the health de- 
parmtent then will act primarily as a federal-to-state channel. 


oe 


* Submitted by the National Committee for Mental Hygiene, New York City. 























Abstracts From Current Literature 


A - Psychoanalysis 


Tue Nature or Psycuocenic Cure. C. P. 
OsernoorF. The American Journal of 
Psychiatry 101:91-96, July 1944. 

In the effort to protect himself from 
impending dangers or disease man has al- 
ways sought the aid of some being which 
he believed to possess powers superior to 
his own. In primitive times he appealed to 
gods, priests, or royalty. It has now been 
recognized that the effectiveness of the ap- 
peal was dependent upon the suggestive 
power of the force to which he turned. 
By suggestion is meant “the presentation 
of an idea indirectly to the mind ...”. The 
means by which the idea is transmitted is 
generally through some form of associa- 
tion with individuals, a specific atmos- 
phere, an institution, etc. 

Despite the progress of medical sci- 
ence and of psychogenic treatment, man 
still, particularly in times of extreme dis- 
tress, such as war, invokes the power of re- 
ligion or even resorts to superstition in 
order to effect the cure of some illness or 
disease. 

The author emphasizes the necessity 
for psychiatrists to seriously concern them- 
selves with the psychological background 
of the success of “miraculous cures” and 
to study the factors involved with the aim 
to apply these healing forces in a scientific 
manner. These investigations would have 
to embrace the healing power of religion, 
superstition and related systems like Christ- 
ian Science. Certain methods accepted by 
modern medicine should be included in 
such a critical analysis as for example 
hypnosis, suggestion and psychoanalysis. 

The success of any psychogenic cure 
is determined by two factors: (1) the au- 
thority which claims that belief in it will 
result in cure and (2) the timing of the 
suggestion. Despite the fact that psycho- 
analysis is a strictly scientific procedure, 
its beneficial effect is in large part based 
on the suggestive force that is exerted by 
the very theory that conflicts may be 
solved by the long process of unravelling 





the unconscious factors responsible for 
them. 

The interest that science has taken in 
psychogenic cures has chiefly been con- 
centrated upon the instituting agent who 
is commonly endowed with some unusual 
power. Psychoanalysis asserts that the 
faith in the success of magic has its foun- 
dation in the unconscious denial by the 
person of reality object relationships and 
particularly of the separation of a child 
from its mother. 

Hypnosis has early recognized the im- 
portance of emotional interplay between 
the hypnotizer and the hypnotized person. 
It was also realized that erotic components 
played a decisive role and that the situa- 
tions in hypnosis increased the willingness 
of the subject to accept suggestions. The 
psychoanalytical concept of transference 
has partly explained this phenomenon. The 
phase in psychoanalytical treatment des- 
cribed as “transference cure” is character- 
ized by the patient’s emotional readjust- 
ment as a consequence of the analyst's at- 
titude toward his problems. However, the 
unconscious factors responsible for the neu- 
rotic condition have, at this stage, not yet 
been worked through in a satisfactory 
manner. 

Another important achievement of 
psychoanalysis has been its investigation 
of the complicated unconscious interrela- 
tionships between different persons such 
as the good father, the bad mother or the 
jealous sibling. It has been recognized that 
the psychoanalyst may at certain stages of 
treatment assume either one of these roles. 

Oberndorf proceeds to cite the case of 
one of his patients who at the age of twelve 
was unable to beljeve that his mother who 
was a devout Catholic would indulge in 
sexual intercourse. He was only convinced 
when a boy much younger than himself 
confirmed what his playmates had told him 
previously. This, the author feels, seems 
to prove that the acceptance of an idea is 
frequently dependent upon the person re- 
lating it. The psychoanalyst must identify 
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himself with his patient in order to facili- 
tate therapeutic success. 

The importance of timing is clearly 
demonstrated in the many cases where 
physicians were consulted at the time 
where the patient’s difficulty was at an op- 
timal and receptive stage for successful 
treatment, i.e. already in the process of 
resolving itself. Psychoanalysis is well 
aware of the importance of timing but the 
individual analyst must choose the optimal 
moment for interpretations. 

A patient usually decides to undergo 
treatment when he is confronted with a 
critical external situation. He may under- 
go a number of unsuccessful treatments 
before he finally reaches a stage at which 
he realizes that he can only be helped by 
subjecting himself to psychotherapy in- 
volving a confession. In order to illus- 
trate this point, the author tells of one of 
his patients, a 37 year old man, who tele- 
phoned him 20 years after he had first 
been examined. He confessed that at that 
time he had concealed his real problems 
and that they had been and still were of a 
homosexual nature. In the course of these 
20 years, the patient had managed to free 
himself of a number of immature ties and 
the conflict between his homosexual and 
heterosexual leanings was in the process of 
dissolving itself, with the heterosexual 
tendencies gaining the upper hand. He 
was, therefore in a stage of improvement 
and ready to enjoy the benefits of treat- 
ment, 

Oberndorf believes that the prognosis 
is much more favorable in those cases 
where the patient comes for treatment on 
his own accord, i.e., at the moment when 
he himself feels the necessity of aid, than 
in cases where he is brought in by rela- 
tives or friends. 

It has frequently been observed that 
in the course of treatment improvement 
set in before the actual causes for the dis- 
order had been eliminated. In other cases 
lifelong neuroses have been present with 
hardly any deterioration of mental facul- 
ties. Other patients again were treated for 
years and improved only very slightly. 

The failure of the analyst to break 
down the patient’s resistance may result 
in a period of stasis which is sometimes 
relieved only after several months when 


the patient has become ready to accept 
certain factors which he previously re- 
jected. In such cases some analysts have 
made it a practice to interrupt treatment 
in order to give the patient time to define 
his conflicts more thoroughly and to thus 
become more receptive to analysis. 

If psychoanalysis is regarded as an in- 
strument for the elimination of tensions and 
the timing of interpretation at a propi- 
tious moment, it becomes “an intentional 
procession, a planned series of psychic sit- 
uations, each of which in turn becomes 
favorable for suggestion intended to alter 
fixed psychic tension.” These tensions 
may find expression in either physical or 
mental symptoms and psychoanalysis, by 
means of a strictly scientific method, cre- 
ates a sequence of mental states which in 
many respects are similar to those which 
develop in persons susceptible to super- 
natural powers. 

In conclusion, the author reiterates that 
all types of psychogenic cure are to a large 
extent dependent upon suggestion and fav- 
orable timing, and expresses the hope that 
in the near future purely physical or bio- 
logical agents may be found which would 
aid in the solution of tensions. 

Emil A. Gutheil, M. D. 
New York City 





Psycuopuysiotogy—Tue Concert oF Drive 
AND THE PLeasurk Principte. Cari M. 
Herotp. The Psychoanalytic Quarterly 
13:418-429, No. 4, October 1944. 





The author observes that we have no 
objective means to prove psychological, 
i.e., subjective facts, and that the only pro- 
cedure by which one can qualify other 
persons’ psychological reactions is intro- 
spection and identification. But even a 
simple introspection is insufficient if we 
are in search for information about the un- 
conscious. Herold believes that only in- 
direct introspection, that it, introspection 
based upon subjective experience can be 
of value, and points out that Freud’s de- 
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mand that every psychoanalyst should be 
analyzed is based upon this assumption. 

Psychoanalysis has been rejected by 
many scientists for various reasons. One 
is that it has attempted to recognize sub- 
jective reactions by objective thinking; 
another that in its novel theories it has 
not been able to create its own terminol- 
ogy, and has therefore employed conven- 
tional illdefined terms. Terms like “wish” 
and “drive”, for instance, were used to 
describe complicated subjective processes. 

On the other hand, physiologists have 
been at pains to avoid the introduction of 
any subjective concept into their research 
of subjective functicns, and in the inter- 
pretation of their experiments have tried 
to use strictly objective methods. Con- 
cepts, such as fear, pain, pleasure, etc., 
were excluded because, being of subjective 
quality, they could not be proven directly 
by the use of objective methods. Yet, 
even Pavlov, in his later period, saw him- 
self impelled to admit a term like “con- 
sciousness”, without which he was unable 
to explain certain phenomena. The fol- 
lowing experiment may serve as an ex- 
ample: 

A dog which is conditioned to react 
to a certain stimulus applied to its paw, 
will, at first, also respond to stimuli ap- 
plied nearby, ie, the leg. Once it has 
learned, however, that only the stimulus 
applied to its paw signals food it wiill re- 
act with salivation to that stimulus alone 
while other areas of its body will, as Pav- 
lov described it, become inhibited. Pav- 
lov has proven experimentally that a cer- 
tain amount of time is needed by the dog 
to make this distinction in a center of its 
sensory cortex. The fact that a stimula- 
tion of the paw, applied very shortly after 
the leg had been stimulated, caused little 
or no salivary secretion was explained by 
Pavlov as being due to the fact that the 
“inhibition” had “irradiated” from the spot 
in the sensory cortex registering the nega- 
tive stimulus to the spot representing the 
positive one. He also explained by “irradi- 
ation” of the positive stimulus the phenom- 
enon that stimulation of the leg, preceded 
by stimulation of the paw, produced some 
salivary reaction. 

Herold points out that Pavlov himself 
knew nothing about those processes which 





he claimed “irradiated” over the cerebral 
cortex, nor was he able to prove that such 
“irradiation” actually existed. It would be 
more logical to assume that during the 
time needed for the understanding of the 
meaning of a stimulus a rather complicated 
psychological process of differentiation 
takes place—not a mere localization in the 
sensory cortex. 

In addition to the extremely minute 
localizing apparatus of the sensory cortex, 
the thalamus also functions as a localizing 
apparatus of a more general kind. It would 
appear that in the mechanism of reaction 
the primitive apparatus of the thalamus 
functions first, and only if this is inade- 
quate the more exact faculties of the cere- 
bral cortex are employed. 

Thus the dog, whose “interest” lies 
solely in the fact that some stimulus applied 
to its leg signals food, will at first react 
only with the localizing apparatus of the 
thalamus which, in turn, stimulates the 
food center and consequently provokes 
salivary secreation. However, after it has 
been disappointed a number of times, the 
dog learns to take notice of the exact lo- 
cation of the stimulus and the subtle local- 
izing faculties of the sensory cortex are 
put into operation. The process now be- 
comes what C. Amsler called “long- 
circuited”—i.e., the stimulus now travels 
from the thalamus to the sensory cortex 
and from there to the food center. This 
fact explains, in part, the longer time in- 
terval between stimulation and response. 
If the different stimuli are repeated too 
quickly, the older, “short-circuit” process 
will be predominant, the dog, for lack of 
time, will lose its ability of discrimination 
and will react only to the last recognized 
stimulus, according to whether it was a 
positive or a negative one. 

The dog reacts similarly to other 
somatic needs and other external condi- 
tions. The receptive organ for both the 
somaite needs and the environmental condi- 
tions is probably situated in the cortex. 
The subcortical and diencephalic centers 
take care of the more primitive impulses. 

Both objective and subjective percep- 
tion is dependent upon the function of the 
sensory organs or receptors. The func- 
tion of objective perception is the trans- 
mission of objective conditions to the 
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brain. This is being done by the extero- 
ceptors (cutaneous, chemical, visual and 
auditory) and the proprioceptors (muscle 
and position). Together, they constitute the 
the somatoceptors. Subjective perception 
is transmitted by the visceroceptors (orig- 
inating in the vascular and visceral sys- 
tems) and signals needs (hunger, thirst, 
sexual desire, etc.). These subjective per- 
ceptions may be felt as either pleasant or 
unpleasant. 

In a psychological sense, the visceral 
organs are not objects but are perceived 
as desires and cravings, while the pro- 
prioceptive and environmental percep- 
tions furnish the background for the satis- 
faction of these needs. These subjective 
and objective perceptions meet probably in 
the diencephalon and it is there that they 
arouse pleasant or unpleasant sensations de- 
pending upon whether the perception of 
external conditions satisfies that of internal 
desire, or not. The success or failure of 
this process is experienced as pleasure and 
pain, respectively. The prospect, in a “re- 
alizable future,” of conditions conforming 
with, or frustrating, biological needs also 
evokes feelings of either pleasure or dis- 
comfort. 

The factor “realizable future” entails 
the presence of anticipation which in turn 
involves a sense of time as well as_ the 
functioning of imagery. The stimuli orig- 
inating from the imagery stand between 
the strictly external and internal stimuli 
and determine the ability of an individual 
to adjust himself to different prospects. The 
success of adjustment to reality will de- 
pend on how well the individual is con- 
ditioned (past experiences). The author 
emphasizes that psychological interpreta- 
tion is essential in psychological experi- 
mentation, interpretation being the task of 
psychoanalysis, and that while “physiolo- 
gists may profit from psychological think- 
ing, psychoanalysts should gain even more 
by the application of physiological think- 
ing.” 

Herold contests Freud’s concept of 
drives as energies directed toward a speci- 
fic goal. This idea is incompatible with 
the energy concept of modern natural sci- 
ence. Freud bases his concepts of drive 


and the soul on the assumption of the 
presence of will. “In the soul the will is 


free, while in the drive it is determined.” 

The author questions the validity of 
such a concept of drive because it leaves 
unexplained, for example, the fact that a 
drive which is specifically libidinous may, 
under certain circumstances, lead to actions 
characteristic of the specific aims of a de- 
structive drive. Freud’s concept involves 
a rather complicated system of fusion and 
de-fusion of libidinal and destructive drives 
through which many psychic phenomena 
may be explained. None of them, how- 
ever, can be predicted because there is no 
proof for the fundamental principle, name- 
ly, the fusion and de-fusion of drive quan- 
tities. 

Although Yerofeyeva’s experiment may 
be explained with Freud’s theories, there is 
really a much simpler way of interpreting 
it. In this experiment a dog was condi- 
tioned to an electric shock of moderate 
strength until it came to regard it as a sig- 
nal of food and exhibited all signs of pleas- 
ant anticipation. If, however, the strength 
of the shock was increased or if it was ap- 
plied to a more sensitive spot on the dog’s 
skin, the animal reverted to its original de- 
fensive reactions (biting, barking, etc.). 
The behavior of the dog in this experi- 
ment is the result of its being conditioned 
to a progressively weaker external and a 
growing internal stimulus in accordance 
with the pleasure principle. The sensa- 
tion of pain caused by the external stim- 
ulus (electric shock) was slowly convert- 
ed into one of pleasure with an increase 
in the frequency of stimulation. Conse- 
quently the dog’s behavior changed. The 
applied energy (stimulation), therefore, 
changes its aim, but not its quality. 

On the other hand, hunger being the 
result of inner stimulation of visceral re- 
ceptors, has to be accepted as such and 
not as the manifestation of a drive. Thus, 
“the whole concept of specific drive ener- 
gies (libido) is thrown out of psychologi- 
cal consideration .. The illusion of a force 
by which we are ‘driven’ is merely a mis- 
conception of nervous energy set free by 
stimuli.” 

There are three respects in which this 
“nervous energy” is specific: (1) It is the 
product of physical and chemical reac- 
tions within the nervous substance; (2) It 
is a specific reaction to a specific stimu- 
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lus; (3) It is specific to the type of stimu- 
lated nerve. But it is not specific with re- 
gard to its goal. The discharge of the free 
nervous energy is determined by the pleas- 
ure principle (unconditioned reflexes). Be- 
havior is influenced in practically the same 
way by anticipated pain or pleasure as it 
is by the actual presence of either sensa- 
tion. 

The pleasure principle is put into op- 
eration at the point where the subjective 
and objective perceptions merge. It de- 
termines the behavior of all living crea- 
tures. It is the basic principle of educa- 
tion which, after all, is nothing but the 
process of conditioning the infant to re- 
ality. Beginning in earliest infancy, the 
most important factor in education is ver- 
bal conditioning, which also constitutes 
the basis for most human conflicts. 

The importance of psychoanalysis lies 
in its being a means of psychological in- 
vestigation into the motivations of human 
behavior by way of “verbal recondition- 
ing.” By changing the emphasis in psy- 
choanalysis from its preoccupation with 
“hypothetical drives” to the interpreta- 
tion and reorganization of the motivations 
of behavior, an avenue of understanding 
with the natural sciences may be opened. 
Physiology, on the other hand, may profit 
from psychology by introducing into its 
thinking the concept of the pleasure prin- 
ciple. 

Emil Gutheil, M. D., 
New York City. 





Tue ContTRIBUTION OF PsycHIATRY TO Psy- 
cHoANALYsiIs. Leo H. Bartemeter. The 
American Journal of Psychiatry. Vol. 
101, No. 2, September 1944. 


This paper, read at the Centenary 
Meeting of The American Psychiatric As- 
sociation, presents a review of the influ- 
ence exerted by psychiatry upon psycho- 
analysis in this country. While in Europe 
a strict line was drawn between psycho- 
analysis and medicine, American psychi- 





atry has greatly contributed to the recog- 
nition of psychoanalysis as a medical sci- 
ence in the United States. 

Although there exists a great deal of 
literature concerning the contributions of 
psychoanalysis to psychiatry, little, if any- 
thing at all has been said about the con- 
tributions made by psychiatry, and partic- 
ularly American psychiatry, to psychoan- 
alysis. However, in 1916, Freud empha- 
sized the need for a closer collaboration 
between psychoanalysts and psychiatrists, 
stating also that a step in the right direc- 
tion had been taken in America where psy- 
choanalysis was taught by psychiatrists and 
where the inmates of institutions were 
treated in the light of psychoanalytic 
theories. 

Bartemeier briefly reviews the history 
of Freud’s estrangement from medicine, 
noting that it actually took place several 
years before his psychoanalytic discover- 
ies were made. His lectures were met with 
coldness and the publication of the “In- 
terpretation of Dreams” in 1900 was prac- 
tically ignored. Only after ten years of 
opposition (in Vienna) and _ obscurity 
(abroad) Freud gained recognition in 
Switzerland (Bleuler) where a group of 
psychiatrists began to utilize his doctrtines 
in the treatment of their patients. Freud 
recognized these first contributions of psy- 
chiatry to psychoanalysis in his Collected 
Papers and described three major contri- 
butions made by the Zurich school of psy- 
chiatry. The one he regarded as most 
important was Bleuler’s demonstration 
“that light could be thrown on a large 
number of purely psychiatric cases by ref- 
erence to the same processes as have been 
recognized through psychoanalysis to ob- 
tain in dreams and neuroses.” The other 
two contributions were the employment 
of the association experiments and the the- 
ory of complexes which grew out of the 
Diagnostic Association Studies. In award- 
ing his recognition, Freud expressed his 
conviction that utilization of psychoana- 
lytic theories in “purely psychiatric” cases 
is a very important contribution of psy- 
chiatry to psychoanalysis. 

Although after 1902 psychoanalysis 
came to be widely recognized all over the 
world, the cleavage between psychiatry 
and psychoanalysis continued in Europe 
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and the psychoanalytically trained psychi- 
atrist was a rare exception. In America, 
however, a large number of psychoana- 
lytically trained psychiatrists worked at 
psychiatric hospitals and colleges and The 
American Psychiatric Association is the 
only association of its kind in the world 
which has a_ psychoanalytical division. 
One of the reasons why American psycho- 
analysis was never as isolated as the Eur- 
opean, is the fact that here it was from the 
very beginning regarded by its followers 
as a branch of medicine and that the ana- 
lysts always combined their medical prac- 
tice with the psychiatric one. 

Bartemeier emphasizes that while there 
is no real basis for discrimination between 
psychiatry and psychoanalysis, there are 
still many analysts who do not accept the 
necessity of a thorough psychiatric train- 
ing in order to be good psychoanalysts 
and that there are also psychiatrists who 
refuse to accept psychoanalysis altogether 
and who maintain a dangerous “profes- 
sional isolationism”. 

The warm welcome which Freud was 
accorded on his visit to Worcester in 1909 
and which contrasted so strongly with the 
unfriendly and even hostile attitude he had 
met in Europe, was only the first indica- 
tion of the enthusiastic way in which 
American psychiatry received psychoan- 
alysis. Among the founders and support- 
ers of the American Psychoanalytic As- 
sociation were such eminent psychiatrists 
as Macfie Campbell, George Kirby, Adolf 
Meyer, Wm. A. White, and many others. 

The collaboration between psychiatry 
and psychoanalysis has been effectively 
continued. Many psychiatrists working 
inside as well as outside of mental institu- 
tions are obtaining psychoanalytic training 
in order to facilitate their work and some 
hospitals have added analysts to their staffs 
to utilize their special knowledge in the 
treatment of psychoses. A great deal of 
the progress psychoanalysis has made in 
America is due to the efforts of Adolf 
Meyer and his followers whose “dynamic 
psychiatry” has considerably contributed 
to the wider recognition of psychoanalytic 
theories. Another vigorous advocate for 
the collaboration between psychiatry and 
psychoanalysis, Dr. William A. White 


founded The Psychoanalytic Review to- 


gether with Smith Ely Jelliffe and was 
very successful in making his colleagues 
aware of the value of psychoanalysis to 
psychiatry. 

Institutional psychiatry has also greatly 
contributed to psychoanalysis. Psychoan- 
alytic research and treatment of psychoses 
was encouraged by Dr. William A. White 
at St. Elizabeth’s, Mortimer W. Raynor 
at Bloomingdale, A. H. Ruggles at Butler, 
Ross Chapman at Sheppard-Pratt, and oth- 
ers. In these institutions, the psychoana- 
lysts had at their disposal a wealth of psy- 
chiatric material which was of great value 
in enhancing their knowledge of the neu- 
roses. Other institutions applying psycho- 
analytic therapy in psychotic and other 
cases are Rockville and Topeka, under 
Dexter Bullard and Karl Menninger, res- 
pectively. These as well as other institu- 
tions have provided psychoanalysis with 
a number of techniques and an array of 
clinical data that would have been impos- 
sible for the average analyst to achieve. 

However, the most important contri- 
bution psychiatry has made to psychoan- 
alysis appears to be the fact that it pro- 
vides the analyst with the possibility to 
gain a thorough and extensive institutional 
training. 

Emi) A. Gutheil, M. D. 
New York City 





44 Juvenne Tureves: Terr CHARACTER 
AND Home Lire. JoHN Bowtpy. IJnter- 
national Journal of Psychoanalysis 25:19- 
53, Pts. I & II, 1944. 

The treatment of this subject made by 

Dr. Bowlby is in confermance with the 

best procedures of Child Guidance work 

but seems quite apart from the usual psy- 
choanalytic technique. The author in ex- 
plaining this has stated that recent analyt- 
ical work has laid emphasis upon the con- 
scious and unconscious motivations of the 
mother herself and her reactions upon the 
child itself. The significance of these fac- 
tors, Dr. Bowlby feels, will throw con- 
siderable additional light upon the subject 
of delinquent behavior, “a procedure 
which has hitherto been lacking in analytic 
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researches.” The author offers a classifi- 
cation of personality make-up of the 44 
delinquent children studies as follows: 
Normal 
B. Depressed 
C. Circular 

D. Hyperthymic ° 

E. Affectionless 

E. Schizoid 
Fach of these headings is discussed briefly 
but clearly and abundant clinical material 
is given in illustration. In fact, a full 
70% of the article is taken up with the ci- 
tation of case material. The techniques 
used in the approach to these children, the 
evaluation of developmental background, 
family history, and untoward experiences 
followed by the author approximate very 
closely procedures routinely used in Child 
Guidance clinics. The section on so-called 
“Affectionless” children presents a view- 
point not ordinarily taken by the Child 
Guidance group. The allocation of a sep- 
arate entity to so-called circular cases 
would probably be criticized by Child 
Guidance workers as bringing undue 
prominence to clinical syndromes that are 
never too well marked. The author has 
considerable difficulty in differentiating 
the so-called affectionless cases from the 
chronic depressives and the schizoids. Here 
again the Child Guidance director would 
be somewhat reluctant to accept the con- 
cept of chronically depressed children as 
an entity. 

In general however, the lines of de- 
marcaton, as given by Dr. Bowlby in his 
classification, seem to fit very well the 
cases he cites. Relative to the chronic de- 
pressives (Group B in the Classification 
scheme), the author comments that this 
mood frequently has its inception with 
the unexpected death of either parent. 
These children are usually extremely sen- 
sitive to criticism, anxious to please and 
this psychic shock of death in the family 
comes with an unusually violent impact. 
The children as a class are timid, visibly 
inhibited, and often show mild anxiety 
states. 

The circular characters 


> 


(Group C) 


show a mixed state of moods. Boastfulness, 
prevarication and a good deal of wild 
imagination co-exist with periods of de- 
pression. 


Many of the Child Guidance 





experts see in this group an equivalent of 
the so-called “Hysterical Personality”. 

Group D, the hyperthymic character, 
has the marked quality of hyperactivity. 
A sub-group under this heading character- 
izes hysterical behavior, show quick tem- 
per, rebellion against authority and marked 
excitability. A sub-group labelled “Cheer- 
ful Hyperthymics” are mostly pyknic in 
physique, over-cheerful, boastful males or 
hysterical females. They are plausible, 
sell themselves easily to other people but 
are essentially dishonest and even anti- 
social. The third sub-group of “Aggres- 
sive” individuals are bullying toward their 
playmates, show explosive conduct and a 
“don’t care” attitude. They are defiant. 
They are gangsters in the making, accord- 
ing to the author. 

Group E, the affectionless character, 
is well known to all child guidance work- 
ers although this type of child is relatively 
infrequently encountered. He seems to be 
emotionally impoverished. He fails to re- 
act to admonition or even punishment. He 
is stolid where most children would be 
either fearful, angry, or defiant. No mat- 
ter what approach is made to him, he con- 
tinues on his anti-social behavior. He is 
truant, indifferent to home ties, and above 
all, forms no real friendships. Frequently 
this child has his emotional impoverish- 
ment veneered with a superficial attitude 
of geniality and plausibility. He may 
make friends easily but they can never de- 
pend upon him for any really-felt emotion 
toward them. The author believes that 
behind this mask of indifference there is 
“bitterness, misery and behind the appar- 
ent carelessness, despair.” This constitutes 
“the real hard core of recidivism.” To 
the reviewer’s mind, the discussion of this 
particular class constitutes the most signifi- 
cant portion of the entire article. Greater 
examination and investigation into this 
type of Child Guidance problem are evi- 
dently called for. On the one hand this 
group touches more nearly anti-social at- 
titudes of a severe nature than any of the 
other groupings. On the other hand the 
over-development of sexual interests with 
a complete failure to adapt himself to so- 
cial responsibliity harbors ill toward any 
program of rehabilitation. 

The Schizoid characters are obvious. 











624 


Journal of Clinical Psychopathology 








They are not numerous. They are mark- 
ed by their fantasy-life, sometimes with 
hallucinations, peculiar behavior inapprop- 
riate to the child’s age and unusual obses- 
sions. 

The author has made some recourse 
to statistics and has pointed out that 50% 
of his cases were referred from the school, 


that 50% were under 11 years of age, and 
of these 31 in number were male, and that 
50% had an I. Q. of 85. The author has 
been careful to have his studies compared 
with a control group of an equal number 
of apparently normal children of similar 
age to those of the delinquents studied. 


V. C. B. 


B - Neuropsychiatry 


PrincipLes oF Ettotocy. James L. Hat- 
LipaY. British Journal of Medical Psy- 
chology 19:367-380, June 1943. 


The trend of medical thinking is ana- 
lytic rather than synthetic. As a result 
certain fallacies in thinking arise from 
among investigators in the matter of inte- 
grating observation and activities with 
causation. Etiology falls within the two 
broad categories of mechanisms and bio- 
logical factors. 

The former theory regards the human 
organism as a machine and resorts to the 
study of anatomy, physics and chemistry, 
metabolism, imbalance of physiological 
systems and organic defects. To the Doc- 
tor who subscribes to this theory of causa- 
tion, each patient becomes a case to be 
analyzed according to formulas. The log- 
ical outcome of such an approach to dis- 
ease is intensive specialization. 

The theory of biological causation 
stresses the inner action of the individual 
as a biological unit with his environment. 

The cause of the disease process may 
arise primarily from environmental factors 
or primarily from within the individual 
himself. In the former case specific fac- 
tors would be infection with bacteria, 
trauma, the vicissitudes of temperature, 
* economic and social milieu, psychological 
situations, such as loss of fortune, disap- 
pointment in love and bereavement over 
the loss of a relative. The biological theo- 
ry particularly lends itself to the formation 
of progress over prevention of disease. 
Sociologically, the human being is an or- 


ganism related to a complex environment. 
He acts as an integrated unit. The physi- 
cian who is inclined to accept this hypo- 
thesis stresses the integration of the human 
organsm with the multitudinous factors of 
his environment. To him specialists are 
merely technical assistants. 


The two theories of mechanistic and 
and biological causation are not actually 
antithetical. In actual fact they are com- 
plimentary and both are required for ade- 
quate understanding of Etiology. The 
physician who will limit his field of in- 
vestigation and thought exclusively to 
either of these fields is committing a grave 
blunder. Certain principles of Etiology on 
the basis of the foregoing theories may be 
laid down as a guide to the diagnostician. 
The patient himself must be studied as an 
individual particularly from the view point 
of development through the years, physic- 
ally, emotionally, intellectually and ment- 
ally. His environment must be studied for 
his reaction thereto and any deleterious ef- 
fects upon him as a biological organism. 
The third field of study must be that of 
his physiology as a human being. This 
will include clinical observations, labora- 
tory findings and especially observances 
of any defects in physiology systems 
which may effect the integration of the 
organism as a whole. The Diagnostician 
will be careful to examine the exact time 
and mood of onset of the discase process. 
This must be searching. What kind of a 
person is the patient? Why did he be- 
come ill in the manner that he did? Of 
supreme importance in causation is the 
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determination as to what the disease pro- 
cess is attempting to accomplish for the 
patient physically and mentally. For ex- 
ample: if he has a fever what is the or- 
ganism endeavoring to do to secure an 
adjustment for itself against invasion. If 
the patient has hallucination what is the 
mind attempting to do toward readjust- 
ment. The author is careful to stress that 
the two areas of investgation, namely, 
mind and body must be considered as an 
integrating whole. It in entirely fallacious 
to confine one’s observations to either of 
these categories. 

As a further aid to diagnosis the ex- 
perienced physician can cail upon his 
knowledge of past performances of pa- 
tients with the understanding that a given 
group of factors familiarly known as a 
syndrome is quite often attributable to the 
same Etiology. One must be careful of 
course to see that the three factors of per- 
sonality, environment and mechanism are 
simultaneously related. Patients _ fall 
ill at definite times in definite places in 
definite years and in definite times of age 
and development. The Diagnostician must 
make due allowances for these differences. 

Failure to observe the fundamentals 
outlined above is quite common in medical 
discourse today. Some writers in their 
enthusiasm tend to concentrate exclusively 
on mechanistic or biological causation 
pathology. It is always necessary to see 
the relation of disease to each of these 
fields of causation. Another source of 
obscure thinking is to separate processes 
into tight compartments. The Psychiatrist 
for example can easily convince himself 
that a disease process is purely psycho- 
genic. The Surgeon may be completely 
satisfied with his understanding of the dis- 
ease if a bit of pathological material 
would be removed by the scapel. Of re- 
cent years there is a tendency among 
investigators to segregate pathological 
phenomena into the categories of func- 
tional and organic. The recently formu- 
lated school of Psychosomatic Medicine 
has done much to coalesce these view 
points. Another common confusion of 


thought is to mistake the process for the 
object itself. Findings in any two fields 
may be related to each other but too illog- 
ical to compare or contrast such findings. 


These principles of methodology laid 
down so painstakingly and clearly by the 
author serve to orient the practicing phy- 
sician and the research worker. 


V. C. B. 





OBSERVATIONS ON THE PatTerNs OF ANKXI- 
ETy. D. Ewen Cameron, M. D. Amer- 
ican Journal of Psychiatry 101:36-41, No. 
1, July 1944. ‘ 

The author describes the patterns of 
complaints exhibited by 47 patients suf- 
fering from various states of tension and 
anxiety. The age of the patients, 20 of 
whom were men, ranged between 20 and 
58. All patients were carefully interview- 
ed and were also subjected to a physical 
examination. 

The cases could be divided into three 
main groups: (1) Those in whom the 
skeletal musculature was mainly involved; 
(2) Those in whom the smooth muscula- 
ture was mainly involved; (3) Those in 
whom the skeletal and smooth musculature 
were equally involved. 

Those cases which, according to their 
complants, belonged to the “skeletal mus- 
cle pattern” exhibited increased muscle 
tonus. As a result they showed the fol- 
lowing symptoms and signs: increased 
tendon reflexes, occasional transitory knee 
and ankle clonus, and tremor (hands, 
closed eyelids, knees, internal). The in- 
crease in the tendon reflexes was usually 
more marked in the lower than in the up- 
per extremities. The author suggests that 
the symptom of “internal tremor” — one 
of the most frequent complaints in mod- 
erately severe cases — may be explained 


.by the involvement of the muscle groups 


parallel to the vertebral column. 

The following simple derivatives of 
the above pattern were observed: (1) 
Fatigue:probably the result of the unduly 
prolonged increased muscle tonus; (2) 
Weakness; (3) Stiffness. which in some 
cases manifested itself in a localized form, 
ie., of the jaws. On close examination this 
was found to be based upon a general 
tension; (4) Drawing Sensations. In near- 
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ly all cases the patients complained of the 
presence of these sensations in their head 
or shoulder and much less frequently in 
their legs. Cameron notes that this symp- 
tom is typical for the skeletal muscle pat- 
tern and that this fact is important be- 
cause it has been considered a cardinal 
symptom of hypochondriasis by those sci- 
entists who regarded hypochondriasis as a 
separate entity. (5) Aching head and /or 
neck. Most frequently the pain is local- 
ized in the neck and often radiates into 
the occipital region or even over the rest 
of the skull. In the latter case it is felt as 
a headache which is not influenced by 
changes in posture. (6) Head pressure; 
(7) Head constriction. Both head pres- 
sure and constriction are frequent com- 
plaints and their usual localization is in 
the frontal and parietal regions. These 
symptoms, too, are probably the result of 
prolonged increase in skeletal muscle 
tonus. 


The next group of symptoms is rep- 
resented by the complex derivatives: (1) 
Clumsiness of hands, These patients com- 
plain of a difficulty to hold on to objects 
and sometimes of frequent changes in their 
handwriting. (2) Clumsiness of feet. It 
is interesting to note that clumsiness of the 
feet is a much rarer complaint although 
hyperreflexia is more common in the lower 
extremities. The reason for this may lie 
in the fact that the movements of the 
upper extremities are finer in their differ- 
entiation. (3) Falling dreams. (4) Jerk- 
ing of limbs on going to sleep. Both (3) 
and (4) are observed in normal individuals 
but more often in anxious persons. (5) 
Facial tics in various degrees and forms. 
‘There may be only a simple twitching 
of isolated muscular fasciculi or blinking 
of the eyelids with involvement of the 
circumocular musculature. (6) Unstead- 
iness of voice at times of tension. Water- 
man (1941) found that the frequency of 
the voice vibrato ran parallel to the 
changes of the tremor of the respiratory 
musculature. It may, in more severe 
cases, express itself as a feelng of (7) 
Constriction of the throat, or even in the 
form of stammering. (8) Stuttering. 


(9) “Weaving”, a feeling of unsteadiness 
which more frequently occurs while the 


patients are standing than when they are 
sitting. It is noted that these patients 
may exhibit a postural sway which is 
greater than that in the normal individual 
but not as great as the patient thinks it 
is. Franseen and Hellebrandt showed in a 
paper (1943) that the abolition of postural 
sway leads to an increase in the amount 
of respiration and sometimes to syncope, 
and they drew the conclusion that it must, 
therefore, play an important part in the 
economy of the body. (10) Inability to 
move in states of tension which is rarely 
observed. (11) Clicking and ringing in 
the ears. These symptoms often appear 
while the patients are hypersensitive but 
also when they are not conscious of their 
sensitivity. (12) Blurring of vision. This 
occurs almost without exception with near 
vision. It is therefore in all probability 
of muscular origin. It can, however, not 
be explained by an increased tonus of 
the ciliary muscle since this would lead to 
relaxation of the suspensory ligament of 
lens and thus to near vision. It may be 
caused by dilation of the pupils or, less 
probably, by increased tension of the ex- 
traocular muscles. 13) Teeth grinding. 
Cameron stresses that thorough exam- 
ination of the skeletal muscle pattern of 
anxiety will lead to the observation of 
symptoms like increased reflexes while a 
purely verbal interview will reveal the 
majority of symptoms to lie “in the main 
expressive areas ie., the area of the head 
and to a lesser extent that of the hands.” 
In another group of patients anxiety 
manifested itself in an involvement of 
the smooth muscles. (The “smooth mus- 
cle pattern”). These patien:s constituted 
two main groups according to the mus- 
cle systems involved: the cardio-vascular 
and the gastro-intestinal group. The 
cardio-vascular group may show symp- 
toms such as precordial pressure of pain 
with or without radiation into the left 
arm, palpitation, flushing, and many more. 
Naturally, no evidence of an organic dis- 
ease can be presented in these cases. 
Still another group of complaints can 
be classified as higher level complaints, 
such as anxiety and apprehension, irrita- 
bility, unreality feelings, confusion and 
fears (“losing one’s mind,” “dying,” 

















Abstracts from Current Literature 





627 








“brain disease”). Some of these feelings 
can be perceived as belonging to the above 
anxiety patterns. Fears of impending 
death or of incurable brain diseases al- 
ways appeared during states of anxiety 
in the cardio-vascular reaction types. Con- 
fusional states, although less probably, 
may be viewed as being connected to the 
same reaction type. It is only natural 
that all reaction types should exhibit anx- 
iety and apprehension to a larger or small- 
er degree. The intensity of both symp- 
toms frequently increases upon the enter- 
ing of crowded places. 


Of the 47 cases examined, 19 belonged 
to the skeletal muscle pattern, 9 to the 
cardio-vascular, 4 to the gastro-intestinal 
type and 15 showed mixed reactions. It 
was found that the skeletal muscle pat- 
tern was not only the most frequent one 
encountered but that also the biggest 
variety of symptoms could be ascribed 
to it. Moreover, patients belonging to 
this group, would in case of an acute 
anxiety attack show cardio-vascular or 
gastro-intestinal symptoms, only to return 
to their basic muscular pattern as soon 
as the acute attack was over. 


A certain number of patients present- 
ed only a part of one of the described 
patterns. But even in those cases the 
rest of the pattern was present, though 
to a much lesser degree, with the patient 
concentrating his attention upon that area 
which had acquired a special significance 
for him through some childhood experi- 
ence. In other words, the anxiety pat- 
tern dominant in a patient during a nor- 
mal period of his life remains the domi- 
nant feature even when the anxiety 
reaches abnormal proportions. 


In conclusion, the author emphasizes 
the importance of careful investigation of 
the actual complaints of the patients in 
states of anxiety and tension as an addi- 
tion to the search for the etiological fac- 


tors involved. 
Emil Gutheil, M. D. 


New York City 





SYMPTOMATOLOGY AND MANAGEMENT OF 
Acute Grier. Ertco LinpEMANN. The 
American Journal of Psychiatry 101: 
141-148, No. 2, September 1944. 





Since the war has greatly increased 
the incidence of grief reactions, it is par- 
ticularly important that a thorough in- 
vestigation of the syndrome of acute 
grief and its influence upon the indivi- 
dual’s mental and physical condition be 
conducted at the present time. More- 
over, grief is known by psychiatrists to 
be frequently one of the psychogenic fac- 
tors in psychosomatic disorders. 

Psychological observations made on 
101 patients, each of whom had lost a 
close relative either shortly before or dur- 
ing treatment are described in this paper. 
Some of the dead were victims of the 
Cocoanus Grove fire or had been mem- 
bers of the armed forces. The patients 
were subjected to a series of interviews 
which were carefully recorded with re- 
gard to their timing and contents. 

The normal acute grief reaction con- 
sists of the following characteristics: 
(1) Respiratory disturbances (need for 
sighing, choking, shortness of breath); 
(2) Muscular weakness which causes a 
feeling of exhaustion at the slightest ef- 
fort; (3) Digestive upsets marked by a 
lack of appetite, dryness in the mouth, 
or a hollow sensation in the abdomen; 
(4) Mental pain. 

The bereaved realizes quickly that 
these symptoms may be brought about by 
thinking of the deceased or by receiving 
sympathy and will try everything in his 
power to avoid them. In addition, there 
is a certain feeling of unreality and of 
emotional distance from other people. 

The pathognomonic features of grief 
are these: (1) Sensations of physical dis- 
tress appearing in intervals and lasting 
sometimes as long as one hour. (2) A 
strong preoccupation with the image of 
the dead person. One of the examples 


given by the author is that of a young 
navy pilot who was unable to realize that 
he had lost one of his best friends. In 
his imagery, he still kept company with 
him, ate with him and discussed his plans 
although already six months had elapsed 
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since the boy’s death. (3) Feelings of 
guilt. These manifest themselves by the 
patient’s seeking evidence of negligence 
of failure on his part to protect or save 
the deceased. (4) Hostility towards 
friends and relatives, expressing itself in 
irritability towards their sympathetic ef- 
forts, in refusal to accept their visits, etc. 
This reaction which the patient is un- 
able to understand worries him a great 
deal since he often regards it as a sign 
of approaching insanity. He will make 
strong attempts to control it and, as a 
consequence, will become stiff and for- 
mal in his social contacts. (5) Loss of 
patterns of activity. The bereaved not 
only becomes abnormally talkative, par- 
ticularly when speaking about the dead 
person, but also hyperactive, in an aim- 
less, restless way. He feels the urge to 
do something all the time but is unable 
to organize his activities or to show any 
initiative. In going through with his 
daily routine he has to concentrate on 
each particular task, being unable to as- 
sume the automatic self-sustaining attitude 
of the normal person. He will suddenly 
find that a large part of his activities 
was dependent upon or done in connec- 
tion with the deceased. This applies es- 
pecially to social intercourse which seems 
to have lost all meaning because the dead 
person is no longer present. As a result 
of this condition, the patient will gain a 
strong sense of dependence upon who- 
ever manages to stimulate him to activity. 
(6) In some cases the patient was found 
to identify himself with the deceased to 
such a degree that he assumed his fashion 
of walking or speaking, believed that his 
features resembled those of the dead per- 
son, and felt that he had to continue 
the work of the deceased even though 
it might be entirely different from what 
he himself had been doing. This identi- 
fication appears to be a transformation 
of the preoccupation with the deceased 
person’s image mentioned above. 

The length of the grief reaction is 
determined by the “success with which 
a person does the grief work, namely, 
emancipation from the bondage of the 
deceased, readjustment to the environ- 
ment in which the deceased is missing, 
and the formation of new relationships.” 


The difficulty in carrying out the grief 
work lies in the fact that many patients 
try to avoid the intensely painful ex- 
perience of the grief reaction and are 
afraid of showing their emotions lest 
they break down. This tension was es- 
pecially evident in the male victims of 
the Cocoanut Grove fire who, when ex- 
amined by the psychiatrist, showed ex- 
treme reluctance to submit to the investi- 
gation of the grief process and in some 
cases were openly hostile towards the 
physician. However, with only one ex- 
ception, the psychiatrist succeeded in 
getting the patients to relax and to start 
them on the task of readjusting them- 
selves. Once the patient was willing to 
yield to the analysis of the grief process, 
his tension was geatly relieved and the 
role of the psychiatrist consisted mostly 
in assisting him in the planning of his 
future. In most cases it took 8-10 inter- 
views over a period of four to six wecks 
to resolve an uncomplicated grief reac- 
tion. 

In many patients aberrations from 
the normal grief reaction could be ob- 
served. These morbid reactions had first 
to be transformed into normal ones in 
order to lead them to resolution. 

The most frequent form of abnor- 
mal reaction is the delayed or postponed 
reaction. This delay may be caused by 
the fact that the bereaved is occupied 
with some important activity at the time 
the deah occurs, or when it is essential 
for him to maintain his morale in order 
to keep up that of others. The delay 
may last from a few days to several 
years. Another cause for delay was 
found to be preoccupation with a person 
who had died a long time ago. Linde- 
mann cites the case of a2 woman who 
demonstrated an unusually severe res- 
ponse to the death of her mother. Un- 
der questioning it became apparent that 
the mother’s death actually affected her 
only slightly but that she was really 
troubled about the death of her brother 
which hid occured 20 years ago under 
tragic circumstances. Such unsettled grief 
reactions of many years’ standing were 
frequently brought out in psychiatric in- 
terviews in connection with another re- 
cent loss. 
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In some instances, a delayed reac- 
tion may be precipitated by a special 
event in the patient’s life. Thus, a 42 
year old man who was admitted to the 
psychiatric department with a severe grief 
reaction was discovered to be under the 
import of the loss of his mother who 
twenty years ago hed killed herself and 
who, at that time, had been of the same 
age as the patient was now. 

The interval between the death of 
a person and the delayed grief reaction 
may be characterized by certain images 
in the patient’s conduct which may ap- 
pear too small or too harmless to war- 
rant his consulting a psychiatrist. How- 
ever, if they are recognized early enough, 
these changes which may be regarded 
as “surface manifestations of an unre- 
solved grief reaction” can be treated with 
little difficulty. Their characteristics are 
the following: (1) An increase in ac- 
tivity without a feeling of loss. The pa- 
tient feels energetic and enterprising and 
his activities are marked by their adven- 
turous nature and the similarity to those 
formerly indulged in by the deceased. 
(2) The appearance of symptoms char- 
acteristic of the final illness of the dead 
person. These patients are often regard- 
ed as hysterics or hypochondriacs when 
they bring their complaints to the medi- 
cal clinics. It is still to be determined 
to what extent physical changes exist un- 
der these conditions. Dr. Chester Jones 
reported to the author the case of wom- 
an whose father had died of a heart dis- 
ease. When her electrocardiogram was 
taken two weeks after his death it showed 
obvious changes which persisted for an- 
other three weeks. Such manifestations 
due to the identification with the deceas- 
ed may be regarded as conversion symp- 
toms smiilar to those observed in hys- 
terics. (3) The acquisition of an un- 
questionably medical disorder of a psy- 
chosomatic nature. These conditions are 
most frequently either rheumatoid ar- 
thritis, asthma, or ulcerative colitis. In- 


vestigatons with regard to the latter dis- 
case showed that out of 41 patients suf- 
fering from it 33 had developed ulcera- 
tive colitis shortly after the death of a 
person close to them. Resolution of the 
grief reaction with the aid of psychiatric 





treatment led to considerable improve- 
men of the condition. (4) Changes in 
the attitude towards friends and relatives. 
These are marked by an excessive irri- 
tability on the part of the patient, a de- 
sire to be left alone, and a lack of inter- 
est in his former social activities. As a 
consequence the patient will be afraid 
to offend his friends by his attitude and 
isolate himself. It is quite difficult to 
convince him to resume his social activi- 
ties. (5) Excessive hostility towards spe- 
cific persons. The patient will turn es- 
pecially against the physician who had 
been treating the deceased and accuse 
him of negligence or even foul play. In 
contrast to real paranoics, these patients, 
however, will only in rare instances per- 
secute the accused although they freely 
voice their suspicions. (6) Behavior re- 
sembling that of schizophrenics. This 
symptom, the result of the patient’s 
strong efforts to hide his hostility to- 


. wards his surroundings, makes his con- 


duct stiff and exceedingly formal and 
gives it an air of affectedness usually as- 
sociated with schizophrenics. One of 
these patients described her condition by 
saying that she was carrying on all her 
normal activities but that “ ‘it is like be- 
ing in a play; it does not really concern 
me. I can’t have any warm feelings. If 
I were to have any feelings at all I would 
be angry with everybody.’ ” This pa- 
tient’s appearance and actions were char- 
acterized by the complete lack of emo- 
tional display. She showed considerable 
hostiliy towards the psychiatrist and was 
continually on the point of breaking off 
treatment. (7) An inability on the part 
of the patient to start anything on his 
own accord although he has the urge to 
be active and is very restless. Unless 
stimulated by another person he is unable 
to perform any task whatsoever or to 
take part in any social activity. (8) The 
patient may perform actions whch may 
be harmful to his social and economic 
standing. These may consist of excessive 
generosity with the patient giving away 
all his belongings and a susceptibility to 
risky financial undertakings. The author 
notes that while this symptom points 
towards the patient’s need for self-pun- 
ishment there is no awareness of any 
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particularly strong feelings of guilt. (9) 
Agitated depression.. This form of grief 
reaction is marked by insomnia tension, 
agitation, self-accusation, a sense of 
worthlessness and need for punishment. 
There may be considerable danger of sui- 
cide in such cases. Lindemann describes 
the case of a young man whose wife had 
perished in the Cocoanut Grove fire while 
he himself was only slightly burnt. He 
was told of his wife’s death shortly be- 
fore he left the hospital and appeared to 
have very good control over himself. A 
short time later he was returned to the 
hospital and was found to be extremely 
restless, unable to concentrate on any ac- 
tivity or conversation. Whenever he 
started to do something he would sud- 
denly stop and fall into a state of sulk- 
ing in which he would mutter self-accu- 
satons and claim that he was “doomed”. 
When it was finally possible to establish 
contact with him he complained of be- 
ing exhausted, unable to breathe, and of 
a feeling that something terrible was go- 
ing to happen. It appeared that he had 
been trying to save his wife from the fire 
but had fainted before he succeeded. 
While he was pushed out by the crowd 
she was burnt to death. In addition to 
morbid guilt feelings, he complained of 
a terrible feeling of violence which he did 
not knw how to cope with. Although 
he appeared to have somewhat improved, 
after a few days, he suddenly committed 
suicide by jumping through a closed win- 
dow, not without first having diverted the 
attention of his special nurse. 

The need for self-punishment may 
also express itself in the patient’s desire 
to subject himself to experiences which 
he considers cruel. The case of a young 
woman who reacted with a severe agitat- 
ed depression to the accidental death of 
her baby is described. She insisted that 
she be given electric-shock treatment 
which she obviously regarded as a means 
of punishment. When the treatment was 
given her she reacted very well and was 
relieved of her guilt feelings. 

The author notes that only a small 
number of the patients under his obser- 
vation showed the reaction of agitated de- 
pression. 

Lindemann maintains that it is possi- 


ble to a certain degree to predict the type 
and severity of the grief reaction. Thus, 
patients with obsessive tendencies who had 
formerly suffered from depressions may 
be expected to develop an agitated de- 
pression. Reaction was found to be very 
severe in mothers who had lost young 
children. Another important determin- 
ing factor appears to be the relationship to 
the deceased. This relationship wih ex- 
cessive feelings of hostility was seen in 
patients who had lost a person towards 
whom they felt animosity which they had 
been unable to show because of the dead 
person’s status. If the social and financial 
status of the bereaved has been mainly de- 
pendent upon the deceased he may be 
forced to readjust his life on an entirely 
different basis. These factors seem to be 
of greaer importance than the patient’s 
neurotic reactions in his former life. The 
most morbid reactions of identification 
were found in patients without a previous 
history of neurotic disorders. 

It must be born in mind that grief 
reactions constitute just one type of sep- 
aration reactions and that death is, after 
all, simply an irrevocable separation. Sep- 
arations which occur under the threat of 
death such as exists, for example, if a mem- 
ber of the family joins the armed forces, 
has also been found te evoke severe grief 
reactions, identical with those caused by 
actual death. This syndrome, which the 
author calls anticipatory grief reaction, 
has its origin in the person’s fear of the 
difficulties of adjustment in case of death 
of the departed. The patient—it is mostly 
wife or mother of the service man—experi- 
ences all the stages of grief, such as de- 
pression and intense preoccupation with 
the departed; she tries to imagine which 
way he might meet death and attempts to 
find a formula of adjustment to a life 
without him. Although this reaction may 
prove itself a strong protection against 
the possible shock which actual news of 
death may bring about, it may also be a 
severe obstacle in the case of a reunion. 
Lindemann mentions that he knows of 
several instances when a soldier returned 
to find his wife estranged and wanting to 
be divorced from him. It seems that in 
these cases the patient has been so suc- 
cessful in her grief work that she has be- 
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come completely detached from the de- 
parted. The task of the psychiatrist con- 
sists in directing the readjustment to- 
wards new interaction. 


The aim of psychiatric treatment of 
grief reactions is the prevention of lasting 
disturbances in the social adjustment of the 
patients. The patient must be assisted in 
his grief work namely in freeing himself 
from the ties to the deceased and in find- 
ing new patterns of worthwhile activity. 
It is particularly important to remember 
that the absence of, or too little, reaction 
may be just as dangerous as an exaggerat- 
ed reactin, since the former may lead to 
a delayed reaction with its serious con- 
sequences. While religious institutions 
have done a great deal in helping the be- 
reaved cope with thei srief by providing 
them with the comfort: of faith, this alone 
is not enough, It is essential for the pa- 
tient to accept the “grief process” and to 
work through his fears, his feelings of 
guilt and hostility and his plans for fu- 
ture adjustment. He must be made to ex- 
press his emotions in words and also to 
find someone who will encourage him to 
take up new activities. 


In cases where hostilty is the out- 
standing feature of the reaction, particu- 
larly if this hostility is directed against 
the psychiatrist it may become necessary 
to enlist the aid of a third person, for ex- 
ample a social worker, in convincing the 
patient of the indispensability of psychia- 
tric treatment and in urging him to con- 
tinue it despite his resistance. If extreme 
tension and depression are present, the pa- 
tient may be given a combination of ben- 
zedrine sulfate 5-10 mgm., b. i. d., and 
sodium amytal 3 gr. in order to somewhat 
reduce his distress. Shock treatment may 
be indicated in those cases of agitated de- 
pression which do not react to psycho- 
therapy alone. 


In conclusion, the author points out 
that the large number of bereaved, parti- 
cularly in time of war, makes it impossi- 
ble for the psychiatrist alone to take care 
of all the cases. He suggests that social 


workers acquaint themselves with the pic- 
ture presented by grief reactions and as- 
sist the large number of normal cases re- 





ferring only the pathological reaction 
types to professional psychiatric care. 

Emil Gutheil, M. D. 

New York, N. Y. 





Tue Psycutatric ProptEM oF SUICIDE. 
James H. Wait, M. D. American 
Journal of Psychiatry 101:404-406, No. 
3, November 1944. 

The author reviews his experiences 
with the problem of suicide in the New 
York Hospital, Westchester Division, 
since 1933. He relates that certain 
warning signs can be recognized in po- 
tentially suicidal patients in mental hos- 
pitals. Such signs are: (1) Depression 
with ideas of guilt self-depreciation and 
self-accusations, associated with tension 
and agitaion. (2) severe hypochondri- 
asis. (3) insomnia with great concern 
about it. (4) Fear of losing control, of 
hurting others or oneself. (5) Previous 
attempts to injure oneself. Suicidal pre- 
occupation and talk. 

As source for his paper the author 
uses case histories of 33 patients. He 
states that between 1933 and 1939 seven 
out of the 33 committed suicide while un- 
der treatment at the hospital. From 1933 
to 1943 five committed suicide while on 
temporary visit from the hospital and 21 
took their lives during the first year after 
leaving the hospital He goes on to 
elaborate on the fact that during the past 
years the suicide rate in this country 
has generally declined after having in- 
creased up to 1932. A detailed classifi- 
cation of the 33 cases as to age, sex, 
family background, diagnosis and meth- 
ods of suicide follows. 

In his discussion the author points 
to the importance of the attitude of the 
patient’s relatives. The suicidal patient 
may have a plan to take advantage of 
his increased freedom. Seven patients 
disclosed their plans to relatives while 
on temporary visits from the hospital 
shortly before the final visit. 











632 Journal of Clinical Psychopathology 








Another point of interest is the con- 
sideration of the life situation which pre- 
cipitates the illness and the adjustment 
to difficult life problems after the disap- 
pearance of symptoms. The author warns 
against reporting of observations about 
patients as routine procedures. He elab- 
orates on the importance of closest co- 
operation between members of the dif- 
ferent hospital departments and the psy- 
chiatric staff. 

Electric shock therapy is mentioned 
as a measure which may be interpreted 
by some patients as punishment. Thus 
in some suicidal cases the feeling of guilt 
may be dissipated and the need for pun- 
ishment fulfilled. Many patients, how- 
ever, become depressed, within a few 
days after the shock therapy and one 
must be on the alert for this change, 
which usually is sudden. 

The importance of building up a 
strong transference is also emphasized. 
The author describes the therapeutic re- 
gime which has been followed at his hos- 
pital so as to prevent suicides. The au- 
thor is of the opinion that very often pa- 
tients follow a pattern or an example set 
by their relatives or friends who com- 
mitted suicide when the going got too 
rough for them. 


Hilda L. Mosse, M. D. 
Forest Hills, L. 1. 





SrarTLE Neurosis. Freperick C. THORNE, 
M. D. The American Journal of Psy- 
chiatry 101:105-109, No. 1, July 1944. 

The author served for three years 
as civilian neuro-psychiatrst at an army 
induction center and during this period 
he had occasion to observe a rather un- 
usual psychiatric disorder which he des- 
cribes as “startle neurosis.” Thorne es- 
timates that one man in 2000 suffers from 
this syndrome. It is characterized by 
excessive startle reactions, such as crying 
out or jumping to sudden stimuli (loud 
noises, slaps on the back, “goosing”, etc.) 


In addition, there is hyperesthesia, and 
in some cases—since the victim of this 
disability frequently becomes the object 
of the practical jokess of his associates— 
there are undesirable personality traits 
such as aggressiveness, seclusiveness, etc. 
The humiliation caused by constant em- 
barassment may eventually lead to a con- 
dition of acute anxiety accompanied by 
emotional demoralization. 

According to studies made by Lan- 
dis and Hunt, the normal startle pattern 
consists of “blinking of the eyes, forward 
movements of the head, a characteristic 
distortion of facial expression, raising and 
drawing forward the shoulders, abduction 
of the upper arms, bending of the elbows, 
pronation of the lower arms, clasping of 
the hands, forward movement of the 
trunk, flexion of the hips and knees, and 
random foot movements.” Not all of 
these reactions may appear at the same 
time and the degree of their intensity 
varies considerably. Infant, children, 
normal adults and monkeys show the 
clear and stable reflex pattern one-half 
second after the startling stimulus has 
been applied. Morgan and Olmstead ob- 
served that the typical startle pattern is 
also accompanied by an increase in the 
heart rate, decreased foot volume, changes 
in skin resistance, a momentary hyper- 
metropia of the lens, dilation of the pu- 
pil, etc. 


Bize is of the opinion that the startle 
reaction is a constitutional reflex which 
may be brought under control through 
training. He describes the cases of two 
children suffering from encephalopathies 
in whom the lack of the normal cortical 
inhibitory control was responsible for 
their inability to accept training. 


Clarke and others showed that the 
typical startle pattern appears in infants 
after the first 16-20 weeks. They react - 
with the Moro reflex, crying, and such 
overflow effects as urination and tum- 
escence. Many of these characteristics 
were also observed in monkeys and apes. 


With regard to abnormal startle pat- 
terns, Landis found that general paretics 
and a high percentage of epileptics show- 
ed a diminished reaction, while catatonic 
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schizophrenics exhibited inordinately 
strong startle reflexes. 

While breeding German police dogs 
for “seeing-eye” work, Humphrey and 
Warner made the observation that some 
dogs could not be trained because of a 
hypersensitivity to loud noises or direct 
contact with sticks. This sheds some 
light on the constitutional nature of the 
abnormal startle reaction. 

The author reports three cases of 
excessive startle reactions which he en- 
countered during his work at the induc- 
tion station. While noting that it was 
impossible to make any detailed studies 
of the men’s histories because of lack of 
time he emphasizes that each selectee 
was subjected to a very thorough inter- 
view and that every possibility of sim- 
ulation was eliminated. Since the nature 
of the man’s disability often manifested 
itself before he even reached the psychi- 
chiatric examination room, its disrupt- 
ing effect on individual and group mor- 
ale under conditions resembling those 
existing in the army could be observed 
at first hand. 

The first case was an_ intelligent, 
well-adjusted college student with no fam- 
ily history of nervous or mental dis- 
eases. He showed no evidence of any 
nervous or mental disorder. With the 
exception of an excessive sensitivity to 
loud noises, such as shots or automobile 
backfiring, which he had _ recognized 
quite early, he was entirely normal. He 
had managed to find work in quiet sur- 
roundings and claimed that he was well 
adjusted to civilian life. When a door 
suddenly slammed behind his back dur- 
ing the interview, the young man jump- 
ed from his chair but quickly controlled 
himself and burst out laughing. The 
same exaggerated startle pattern appeared 
when he was slapped on the back by ex- 
aminer without warning. 

The second case was a 36 year old 
Syrian, tall, “cadaverous looking”, and 
obviously under great nervous tension. 
Hs physical examination revealed among 
other slight abnormalities a diffuse hy- 
perthyroidism. Under psychiatric ques- 
tioning he told of a nervous disorder of 
10 or 15 years’ standing. He had start- 
ed work at a mill but could not endure 





the noise. Moreover, he had been sub- 
jected to a great deal of kidding by his 
fellow workers who would startle him 
in all sorts of ways. He was extremely 
sensitive to noise and unable to do any- 
thing unless all was quiet. When the 
examiner suddenly slapped the selectee’s 
back, he “jumped at least three inches 
off the floor, uttered a sharp cry and be- 
gan trembling violently.” For several 
minutes afterwards he perspired strongly 
and, after the experiment had been re- 
peated a few times to demonstrate the 
reaction to other examiners, he got into 
a state of extreme nervousness and emo- 
tional upset which was similar to an acute 
anxiety attack. While there can be little 
doubt that this excessive reaction was 
partly due to a sense of humiliation and 
inferiority, the fact remains that the in- 
tegration of the man’s personality was 
under serious threat and that he defin- 
itely would have been unable to endure 
army life. 

The third case, a 33 year old man 
who was working in a munitions arsenal, 
nearly disrupted the induction procedure 
when another selectee bumped into him 
from behind. He uttered a loud scream, 
accompanied by a grossly exaggerated 
startle reaction. By the time he reached 
the examination room he had repeated 
this performance about eight times. He 
complained of poor physical health for a 
number of years. His main problem, 
however, lay in his difficulty to adjust 
himself socially since his conspicuous dis- 
ability had always made him the victim 
of practical jokes. He had had to give 
up a number of jobs because the fellows 
insisted on “goosing” him and startling 
him at every opportunity. At his pres- 
ent job, he had had to ask his superiors 
to intervene on his behalf with the other 
workers and to forbid them to startle 
him. He had become extremely touchy 
and irritable and had had fights with his 
fellow workers on several occasions. Dur- 
ing the psychiatric examination, the se- 
lectee showed an openly antagonistic at- 
titude. He gave vent to paranoid feel- 
ings and showed resentment at being 
asked questions concerning his private 
life. On being suddenly startled by a 


slap on the back by the examiner, the 
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man gave a piercing yell, whirled around 
with his arms in a pugilistic position and 
would have punched the psychiatrist had 
the latter not quickly stepped aside. It 
was found that nearly all unexpected stim- 
uli evoked this reaction. 

Since this man’s physical examination 
was essentially normal, it may be assum- 
ed that his complaints were of neurotic 
nature, i... a measure which permitted 
him to escape an intolerable situation for 
at least a few days at a time. Most like- 
ly he would have been able to adjust 
himself much better if he could find work 
in quiet surroundings where he would not 
be subject to annoyance by others. The 
author felt that under the present condi- 
tions his attitude was becoming more and 
more that of a paranoic and might event- 
ually lead to a psychosis. 

The startling effect of the act known 
as “goosing” which cnosists of sticking 
a finger unexpectedly into the gluteal fold 
and which is widely practiced by adoles- 
cents, is doubtless partly due to its sex- 
ual implications. Another important factor 
is the sense of degradation connected with 
this manoeuvre. 

In discussing the above cases, Thorne 
points out that it is the abnormal startle 
reaction that makes this syndrome pathog- 
nomonic. Such abnormal reactions render 
the individual conspicuous and usually ac- 
count for his being tormented by others. 


While no proof was found for the actual 
presence of genuine sensory abnormalities, 
all cases reported hyperesthesia under the 
circumstances in question. Nothing is 
known about the etiology of this disorder. 
Although a determining constitutional fac- 
tor appears to exist, the important role of 
abnormal conditioning in early life and of 
neurotic symptom formation cannot be de- 
nied. The severity of the syndrome is de- 
termined by the nature of the “associated 
personality reaction.” 


The fact that excessive startle reac- 
tions are liable to appear funny to others 
creates a very difficult social situation for 
the sufferer. His disability stimulates sa- 
distic and aggressive instincts that would 
normally be inhibited and his defenseless- 
ness makes him an easy victim. Naturally 
such experiences in early life have a vital 
effect on the person’s later attitude toward 
his environment. By placing the patient 
in a quiet atmosphere out of the reach of 
practical jokers and startling stimuli, his 
disorder will quickly be relieved. 

Thorne expresses the belief that the 
syndrome of startle neurosis may be due 
to an instability of the central nervous sys- 
tem and that it is a valid reason for de- 
ferment from military service. 


Emil Gutheil, M. D., 
New York City. 
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Manuat or Mrutrary NEevuRoPsycHIATRY 
Epirep By Harry C. SotomMon AND PAuL 
Yakovieyv. Philadelphia and London: 
W. B. Saunders Company. 1944. XI 
+764 pages. Price $6.00. 

The combination between the cov- 
ers of a single volume, especially if that 
be scarcely larger than pocket-size, of 
the contents of the field of psychiatry 
and neurology is not only a huge task 
but also entails exceptionally careful 
management of material. This manual is a 
symposium written by well-known neuro- 
psychiatrists who have had a great deal 
of experience in their respective fields. 
The term Neuropsychiatry should in- 
sure a reasonable balance between psy- 
chiatric and neurological material, a com- 
bination which all too frequently does 
not occur where such union is attempted. 
Solomon and Yakovlev, it seems to the 
reviewer, have succeeded admirably in 
presenting the most significant material 
in each of these fields. An additional 
task is imposed upon the authors in relat- 
ing standardized clinical concepts, espec- 
ially as they are met in peace times, with 
the particular problems engendered by 
the War itself. The task is further com- 
plicated by the fact that those who are 
best able to write on such subjects are 
still in the midst of Conflict and have not 
had the opportunity for evaluating the 
tremendous clinical experience through 
which they have passed. Relatively little 
allusion is made to the experiences of 
War I in the Manual. 

An overall survey of this work with 
the above objectives in mind indicates 
that the editors have done a very fine 
job. The contents have been grouped 
into four main topics dealing with the in- 
duction and administrative disposition of 
the regsitrant, a discussion of the various 
clinical entities in the fields of psychiatry 
and neurology which are significant to 
the medical man in military service, ther- 
apeutic and prophylactic procedures, and 
finally special topics which deal with 
special branches of the military service. 


It seems advisable to discuss the manage- 
ment of this material under the four head- 
ings as indicated. 

The incidence of the large number 
of mental cases that are occurring both 
in the encampments in this country and 
under combat conditions abroad brings 
up the question as to whether or not 
many of these casualties were unfit for 
induction in the first place. Has the stress 
of military life in combat brought about 
a breakdown in individuals whose nerv- 
ous organization already had a propensity 
in that direction? Could these individuals 
have been spotted in the Induction Cen- 
ter before entry into service? The first 
portion of the manual attempts to an- 
swer these important questions, important 
not only because of the possibility of 
conserving military and economic re- 
sources but to the career of the individual 
himself. 

The psychiatric examination of in- 
ductees is treated at length and from the 
organization chart, it would appear that 
an inductee has rather complete screening 
before his actual admission into military 
service. The large number of mental 
breakdowns occurring many times after 
a short period of induction into service 
suggests that the screening at Induction 
Stations has not been as effective as the 
theoretical organization indicates. While 
the Manual indicates the exact procedures 
which are followed by the Induction Sta- 
tion personnel, the possible tie-ups with 
civilian facilities for augmenting the ser- 
vices is not sufficiently brought out. It 
is a well-known fact that altogether too 
many inductees are examined per day by 
psychiatrists and psychologists and that 
the time devoted to each inductee is so 
absurdly brief as to preclude anything 
like the searching analysis that really is 
required. In many instances medical per- 
sonnel without psychiatric training have 
been called upon to do this type of work. 
The neuropsychiatric casualties shortly 
after induction indicate that by far the 
largest group is diagnosed as “Psychoneu- 


rosis”. In fact so frequently has this 
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term been used that scientifically it has 
lost its significance in connection with 
military work. Enuresis, the fatigue syn- 
drome, epilepsy, sexual offenses, mental 
deficiency, and schizophrenic disorders 
constitute the main group of disabilities 
other than psychoneurosis encountered 
among the inductees during the early days 
of service. There is no doubt, however, 
that the military medical officers are much 
more sensitized to psychiatric problems 
in inductees than was the case in the first 
World War. 

Under the second main topic treated, 
namely, Clinical Entities, the authors have 
laid emphasis quite properly upon psycho- 
neurotic and psychosomatic disorders. 
“Psychoneurosis” is used synonymously 
with “Neurosis” in the Manual. Fine- 
singer in treating this subject, places em- 
phasis upon an underlying constitutional 
disorder in these cases. This would 
seem to be somewhat at variance with the 
generally-accepted concept among psychi- 
atrists in this country that a neurosis or 
psychoneurosis is purely a psychogenic 
affair with, of course, some physiological 
disturbances. The psychopathic personal- 
ity as discussed by Malamud in the Man- 
ual likewise takes the viewpoint that a 
constitutional organic background is to be 
found in such cases. Abroad there is a 
widespread present tendency, however, to 
discount any mental disorder as being 
purely psychogenic. Another point of dis- 
agreement is that many psychiatrists are 
inclined to feel that the term “Neurosis” 
covers all psychogenic disorders, whercas 
“Psychoneurosis” refers to the special psy- 
chopathological syndromes noted in anxi- 
ety states, compulsions, obsessions and 
conversion phenomena. The treatment of 
these two large selections in the Manual 
is, on the whole, fairly adequate consider- 
ing the limited space available. The char- 
acteristics of the psychopathic personality 
as outlined by Malamud are exceptionally 
well presented and lay emphasis upon so- 
cial adaptability and background, as well 
as the psychopathic trends in the family 
history. It would seem to the reviewer, 
however, that sufficient emphasis in these 
cases has not been placed upon the devel- 
opment of tensional states which build up 
to explosive discharges or substitutive be- 


havior at periodic intervals. An analysis 
of the various sub-types mentioned in the 
Manual, such as compulsive conditions, 
dramatizing, hysterical and nervous types, 
indicates a large proportion of all psycho- 
pathic cases are emotionally disturbed and 
are constantly seeking methods for relief 
of tension. Those who do not come un- 
der this category are properly limited as 
moody, affectively cold and timid types. 
Ir has always seemed to the reviewer that 
the classification of psychosis with psy- 
chopathic personality is as futile as a sim- 
ilar classification of psychosis with mental 
defect and other hybrids. One can never 
determine in these mixed diagnoses where 
the one aberration begins and the other 
leaves off and therefore, it is advisable to 
treat these cases purely on the basis of 
the psychosis itself. 

Sexual deviates have always been such 
a trial to the military that discussion of 
this subject in the Manual deserves a 
rather more prominent presentation than 
Myerson has given. The discussion of 
Malingering on the other hand is adequate 
and practical. The feebleminded, the de- 
fective delinquent, and the epileptic are 
also major problems among military cas- 
ualties. A total survey of this situation 
seems to indicate rather strongly that defi- 
nite feeblemindedness, especially accomp- 
anied by emotional instability, is an ex- 
cedingly poor risk and that as a class it 
would be well to exclude them in toto. 
Lennox in discussing the epileptics has 
taken a rather generous viewpoint that 
this type does well under combat condi- 
tons and may even stabilize themselves to 
a greater extent than in civilian life. It 
is his feeling that convulsive episodes can 
be controlled by proper medication and 
need not be as disabling to military life 
as one might casually infer. The resort 
to the Electro-encephalogram as a differ- 
ential diagnosis in some cases is empha- 
sized by Lennox who has done such not- 
able pioneer work in this field. A discus- 
sion of the principal psychoses, it would 
appear to the reviewer, is somewhat be- 
side the point in a Menual of this kind 
inasmuch as this type of individual should 
have been screened out at the Induction 
Center and upsets, when they do occur, 
are largeiy of episodic nature. In the in- 
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terests of economy, therefore, this por- 
tion of the Manual could have been con- 
siderably abbreviated. 


The section dealing with neurological 
disorders has been extremely well present- 
ed in view of the limited space. Concus- 
sion and shock from a military point of 
view are outstanding neurological prob- 
lems presented by combat. The Manual 
treats the subject adequately and, as is 
well known to the general public, the 
military has adopted very successful pro- 
cedures in treating these conditions. In- 
juries to nerve tissues due to gunfire are 
bizarre and in many instances present con- 
ditions not encountered in civilian life. 
The use of high-velocity bullets is largely 
responsible for this. Adequate discussion 
of the various types of injuries encount- 
ered during warfare is, therefore, such a 
specialized subject that it cannot be well- 
treated in a Manual. The authors have 
wisely limited themselves to the various 
neurological syndromes encountered in 
civilian practice. On the other hand, the 
Encephalitides have been more directly 
related to the military service than nerve, 
spinal cord, and cranio-cerebral injuries. 
In a global warfare neural disorders of 
tropical origin assume an importance, and 
demand knowledge on the part of the 
physician of far wider scope than he is 
ordinarily required to meet, The Manual 
can only hint at some of these tropical 
disorders, such as Japanese Encephalitis 
and Australian K Disease. Greater space 
is devoted to the discussion of viruses than 
would ordinarily be encountered in a 
Manual of this size. 


The last main topic discussed in the 
Manual relates itself more closely to the 
casualties as the result of combat than 
the other portions of the work. In the 
reviewer's opinion this is the outstanding 
contribution made by the editors and is 
of the greatest interest to the neuropsy- 
chiatric practitioner. Several theories re- 


garding the therapy of the neuroses have 
been upset by the procedures and suc- 
cesses of military service in the treatment 
of these disorders. Thus, the depressions, 
mild anxiety states, and psychosomatic 
conditions are not put into zones of com- 





plete rest and withdrawal at far distant 
points from the line of combat but every 
effort is made to recondition these men 
as rapidly as possible for return to com- 
bat conditions. The philosophy of these 
procedures is that used in the old saying 
that when one tumbles off a horse, the 
first thing to be done is to get up and 
ride again. The fatigue syndromes es- 
pecially lend themselves to quick recovery 
after short periods of rest with support- 
ive treatment. Recently the development 
of appropriate narcotic drugs has permit- 
ted a much wider application of sedation 
than was possible in the first World War. 
Considerable space in the Manual is de- 
voted by Dr. Kubie to the induction of 
narcosis under controlled conditions. A 
complete list of the various narcotics 
commonly used, their dosages and effects 
is extremely helpful to the practitoner. 
The treatment of alcoholic states is some- 
what inadequately outlined in view of the 
increasing number of these cases encount- 
ered. A large insert table of the cerebro- 
spinal fluid in differential diagnosis gives 
an unusually detailed diagrammatic out- 
line of this type of laboratory analysis. 


The Manual, as a whole, is well- 
bound in washable fabricoid material. The 
The 
type is of adequate size and well spaced 


paper used throughout is coated. 


so as to make satisfactory legibility. Some 
chapters have bibliographies, whereas oth- 
ers treating of equally important subjects 
have none whatever. The reviewer be- 
lieves that the work, in general, would 
have profited by a combined bibliography 
sectioned according to the various topics 
of discussion. In view of the fact that 
the Manual is largely a reference book 
and that supplementary reading is an ob- 
vious corollary, an extended bibliography 
for a work of this kind is absolutely nec- 
essary. All in all, however, the publica- 
tion should become a desk companion to 
neuropsychiatrists in the service and may 
be referred to constantly by civilian prac- 
titioners as well. 


V. C. B. 
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A Psycuorocist Looxs at Love. THE- 
oporE Rem. New York: Farrar & 


Rinehart, Inc., 1944; 300 pp. $3.00. 

In his latest book Theodor Reik joins 
a growing number of former pupils of 
Freud who left the ranks of the ortho- 
dox group in search of new ways in psy- 
choanalysis. Reik rejects Freud’s libido 
theory and with it the basis of Freudian 
psychoanalysis. He calls it a “magnifi- 
cent mistake.” In this statement he con- 
curs with Adler, Kempf, Mayerson, Schil- 
der, Stekel, and others, who previously ex- 
pressed criticism of this theory. Reik 
maintains that his new conceptions differ 
from psychoanalysis as a colony differs 
from its mother country. “It is not psy- 
choanalysis with a difference, but a dif- 
ferent kind of psychoanalysis.” (Page 6). 
He calls his new method Neo-Psychoanal- 
ysis. Judging from the impetus of his 
present work, he may have a great deal 
more to say on this subject in a not too 
distant future. 

With the present work he hopes to 
open a new era of psychological approach 
to the problem of love. He proceeds 
from the supposition that love is an un- 
known psychic power, that its origin is 
not yet discovered and its character not 
yet fully understood. He disagrees with 
Freud who considers love as goal-inhibited 
sex and complains that Freud never ac- 
cepted any criticism of his theory, but 
accepted every honest and serious com- 
ment on this subject as “resistance.” Ac- 
cording to Reik, Freud was not consist- 
ent in his use of the term libido, which 
at first meant nothing but sex and later 
(1938) was extended to include eros. In 
Reik’s view, sex is a mixture of the bio- 
logical sexual need of certain ego drives 
and of the yet unknown substance called 
love. The coincidence of sex and love 
does not prove their identity. 

Reik then goes on to enumerate the 
differences between sex and love. While 
in sex the aim is the disappearance of 
physical tension, love aims at the disap- 
pearance of a spiritual tension; sex is bas- 
ically objectless, while love strives for a 
definite relationship between two individ- 
uals as spiritual entities; sex wants satis- 
faction, love wants happiness; sex is a 


phenomenon of nature, love one of cul- 
ture; sex is selfish and indiscriminating 
while love is altruistic and highly discrim- 
inating; sex gives satisfaction, love gives 
comfort; a person can be forced to sex, 
but not to love; sex belongs to the do- 
main of biochemistry and physiology 
while love is the domain of psychology, 
etc., etc. “Yet Freud and his followers 
try to convince us that they are of the 
same stuff.” (Page 23). 

In his chapter “The Theory of Nar- 
cissism,, a Postmortem Examination,” Reik 
reviews Freud’s original concept of nar- 
cissism. He disputes Freud’s statement 
that the child is absolutely narcissistic 
and that narcissism is the primary form of 
self-love which is self-sufficient. Reik 
claims that the term narcissism was over- 
extended by Freud as were the terms sex 
and libido. He doubts whether there is 
a genuine and elementary phase in early 
childhood when the baby loves himself 
only. He states correctly: “The infant 
does not love himself because he does not 
exist originally as a separate individual.” 
(Page 29). Since the child is psycholog- 
ically not aware of himself and will dis- 
cover himself only by and by, there can- 
not be such a thing as self-love. There 
would be as much justification in claim- 
ing that the infant loves himself as there 
would be in saying that he loves the 
whole world. The child will later love 
himself, as his mother has loved him. Thus 
he will identify himself with his mother 
when loving himself. In some situations 
this self-love by identification may obtain 
the character of defiance, namely, self- 
love may appear as a result of a disap- 
pointment, according to the formula, “if 
you do not love me I shall love myself.” 

Reik then examines the problem of 
falling in love. The normal rhythm of 
life oscillates between a mild satisfaction 
with one’s self and a discomfort, originat- 
ing in the knowledge of one’s shortcom- 
ings. An increase in this spirit of discon- 
tent renders a person susceptible to falling 
in love. Love then appears as a “saviour”, 
or as the cure of a disease. This discontent 
must be very slight, to be the basis for 
falling in love. Situations of despair and 
deep depression are those from which the 
individual cannot be saved by the power 
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of love. Thus the neo-psychoanalytical 
conception of love proceeds from the the- 
ory that a basic ego deficiency creates a 
need of ego improvement and that this un- 
conscious but powerful striving finds its 
expression in love. 

In the question as to which comes 
first: the desire to love or the desire to 
be loved, it is Reik’s contention that the 
latter comes first. This need to be loved 
is acquired in childhood. It soon becomes 
associated with the fear of losing love 
when the child learns that his mother’s 
love is not unconditional. In later years 
this anxiety receives a social character and 
becomes the fear of being excluded or left 
alone. 

Reik believes that the lover desires 
to acquire the qualities or properties he 
thinks he is lacking by reaching out for 
the object who he thinks possesses them. 
In Reik’s opinion love is based upon un- 
conscious envy, which the lover attempts 
to conquer by falling in love. Reik goes 
so far as to say that the person who can- 
not envy cannot fall in love. 

The image of the love object arouses 
admiration and envy and at the same time 
fear and the desire to destroy it. “It has 
to be ejected or to be incorporated, oth- 
erwise we are afraid that we may be un- 
able to call our soul our own any more.” 
(Page 110). This is the “counter-attack” 
the ego makes to deprive the object of 
its superiority, an attack that usually fails. 
A reaction then follows of tenderness and 
longing lor the object. The aggressive- 
ness gives way to submissiveness; the de- 
sire to expel the image, turns into an urge 
to maintain it and to cherish it. 

The above characterization of love 
covers all kinds of love from tenderness 
and friendship to infatuation and passion. 
Reik also compares this mechanism with 
the idea of salvation, which plays a great 
part in the dynamics of religion. As with 
God and religion, so the figure of the be- 
loved person grows while the ego dwin- 
dles untl it is almost absorbed in this larg- 
er ego through which it grows again. 

Generally speaking, only a few ideas 
expressed in this book are truly original. 
The medical reader misses an exact clini- 
cal approach to the psychopathological 
material. A great part of the book is tak- 


en up by speculation, which, however, in 
many instances is stringent and thoroughly 
convincing. On the other hand, many of 
Reik’s deductions remind one of things 
that have been said before by others. 
What once appeared profound sounds 
now, despite the modern terminology, fre- 
quently worn-out and banal. 

We read a great number of defini- 
tions of love. Love is not a crisis but the 
way out of a crisis; love is not born from 
happiness but it brings happiness; the first 
love object is a glorified ego; love takes 
the place of an original striving for self- 
perfection and is related to ambition, etc. 

The book abounds in examples from 
literature art and history, which show the 
author’s high cosmopolitan culture and his 
profound erudition. His deductions are 
often illustrated with refreshing anecdotes. 
However, the book is word-heavy, and 
the reader has the feeling that whole 
chapters could be deleted without a ser- 
ious loss to the work as a whole. Fur- 
thermore, one has the feeling throughout 
the book, that in spite of its verbosity, 
it is treating a segment of the problem 
rather than the whole problem, and that 
Reik’s observations refer predominantly to 
abnormal conditions. Many of the ideas 
here remind the reader of views previous- 
ly expressed by Stekel. It may be as- 
sumed that Reik arrived at them quite in- 
dependenily, as a natural consequence of 
the trend of reasoning upon which he em- 
barked at the onset. Stekel once stated 
that to love means to have found one’s 
God. Reik says, that the love object 
loses nothing by comparison with other 
objects because “the lover is a monothe- 
ist who knows that other people worship 
dfferent gods but cannot himself imagine 
that there could be other: gods.” (Page 
165). What Stekel once called “ideal 
ego,” Reik calls the “ego ideal,” a term 
used by Freud in a different sense. He 
prefers the term “ego ideal” to Freud’s 
“superego.” He defines the ego ideal as 
“this fictional self which is not the man 
or woman we are, but the one we would 
like to be.” Reik then introduces a new 
terms which he differentiates from the 
ego ideal: the “ego model.” This term 
comes very close to what Freud called 
“ego ideal,” which is rather confusing. 
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Reik calls “ego model” a patten of vir- 
tue seen in other persons who have influ- 
enced the child’s personality. These pic- 
tures, fantastic or real, are immortalized 
in the soul of the child. They are re- 
vered and kept intact unconsciously, des- 
pite later developments. Gradually, in 
the day-dreams of the indivdual, the ego 
model becomes identical with the day- 
dreamer himself. It represents the fore- 
runner of his ego ideal. When an indi- 
vidual is in love, he finds “in another per- 
son the fulfillment and enlargement, the 
grandeur and glory, which were origin- 
ally the privilege of the ego ideal.” (Page 
61). “When people are entirely satisfied 
with their actual selves, love is impossi- 
ble.” (Page 62). About love at first sight 
Reik states that it “is only the surprising 
confirmation of an image often seen with- 
in ourselves.” (Page 68). Stekel says on 
this subject: “Love at first sight is always 
a matter of fascination .. . The fascinated 
person falls suddenly in love with the 
fascinatng objective, because the latter 
corresponds to hsi ideal . . . Love at first 
sight depends partly on the fact that one 
perceives one’s own reflecton in the other 
person ...* Reik also comes close to 
Stekel’s idea that hatred is the basic hu- 
man emotion in the following sentence: 
“Love of one’s family and one’s nation 
grows out of conquering one’s animosity 
and hostility against them.” (Page 284). 
Equally impressive is his use of Adlerian 
conceptions as pillars of his theory. 
(However, neither Stekel nor Adler is 
quoted.) On page 215 he speaks about 
a girl whose fear of falling in love was 
based upon her fear of being crushed by 
the man, of being rejected and repudiated. 
“She . . . is afraid that her shortcomings, 
her weaknesses, yes, even her unworthi- 
ness, would be found out by the man 
when she let go her restraint.” When he 
speaks of love as being a substitute for 
the struggie towards self-fulfillment and 
for the vain urge to reach one’s ego ideal, 
he comes very close to Adler’s ideas on 
self-assertion. We also seem to read Ad- 


er when we see Reik’s statement that 
“the desre for recognition never dies in 
us.” (Page 60). Social anxiety is the re- 
sult of “malicious, cruel and hostile tend- 


(Page 


encies towards others.” 229). 


Where Adler speaks of the desire to dom- 
inate, Reik speaks about the desire to 
commit an aggression and says “how ar- 
rogant we are, acting as if we were not 
weak, unstable human beings, but gods.” 
(Page231.) 

Reik’s style is very repetious. A re- 
markable sample of this style is in the 
pages 180 to 183. There the text runs as 
follows: 

“...The child does the same that the 
mother did to him in that happy time 
which has passed ..-the little boy thus 
demonstrates in bis own behavior what he 
wants the mother to do to him, how she 
should behave to him... the boy tries to 
demonstrate what he wishes by doing it 
himself: Look, I would like you to act 
thus towards me, to be thus tender and 
loving to me ... he demonstrates by his 
own actions how he wants to be loved. 
It is a primitive presentation through re- 
versal, an example of how to do the thing 
which he wishes done by her the 
mechanism is in the mature of a presenta- 
tion of the attitude desired from another 
person by acting it out oneself. The boy 
now behaves lovingly towards his moher, 
shows her what she should do to him... 
Ths acting is preceded by an unconscious 
phantasy, the wish as to how the object 
should act ... the individual manner of 
wooing and courting reveals the kind of 
affectionate treatment a person wants to 
receive this presentation is in active 
form, this display through reversal is an 
anticipation of the desired attitude of the 
object ... in our attentions and tender- 
ness towards the object we show what we 
ourselves want to receive, what we would 
like to experience passively ... it is as if 
you were to demonstrate: 1 would like 
you to be thus wild about me our 
love is the unconscious advertisement of 
how we wish to be loved we act 
towards this person the way we would 
like btat other to act towards us. In this 
way we unconsciously anounce what we 
miss and what we long for ... It is untrue 
that the little boy simply imitates the 
mother when he shows love to her ... 
it is rather the wish to show her what 
she should do to him ... This is the pre- 
sentation through reversal by turning in- 
to activity what he wishes to be done to 
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him. By this display he gives what he 
wants to receive...” 

Reik obviously feels obliged to apolo- 
gize for his transgressions of the ortho- 
dox psychoanalytical rules when he states: 
“You can die for the ideas of another, 
but you can live only for your own ideas. 
I understood rather late that a direct con- 
tinuation is not possible. What he 
(Freud) created belongs to all time, but 


our times demand new creation. Such is 
the law of change.” (Page 35). At an- 
other place (Page 16) he says: “As a 


psychologist searching in the human emo- 
tions and throwing light into their dark- 
est corners he (Freud) is matchless. No 
one can replace him, we can only succeed 
him. We hope that part of the great 
flame which was his, will continue to live 
in Neo-Psychoanalysis.” 


E. A. Gutheil, M. D. 
New York City 


* Frigidity in Woman, Liveright, 
1926; page g-11. (The first German edi- 
tion of this book appeared in 1910.) 


PsyCHOTHERAPY IN  MbeEpIcAL PRACTICE. 


Maunrice Levine, M. D., New York: The 
MacMillan Company, 1944, XIV, 320 pp. 


Had Dr. Levine assigned a topic sent- 
ence to his publication, it might well have 
been “The thousand natural shocks the 
flesh is heir to.” Hamlet in his soliloquy 
undoubtedly referred to mental shocks 
rather than physical ones in view of the 
fact that his whole career itself was a suc- 
cession of these. The immense number of 
ailments to which man is subjected and in 
which the psychogenic element is prom- 
inent makes it utterly impossible for spec- 
ialized practitioners in this subject to 
treat the vast majority of such ailments. 
Consequently, the general practitioner 


himself must be made aware of the neces- 
sity for keeping himself alert to the psy- 
chological aspect of all cases appearing be- 


fore him. He cannot hope to apply the 
major techniques of psychiatry in these 
cases but quite probably he could employ 
the minor techniques with just as much 
efficacy as a psychiatrist himself. It is for 
just such purpose that Dr. Levine has 
written the publication under discussion. 
He makes no pretense of endeavoring to 
apply the subtler and more complicated 
methods of approach used by the psycho- 
analyst or other psychiatric practitioners. 
It is a book written in lay terms, easily un- 
derstandable and for the most part readily 
applicable to the usual office case seen by 
the general practitioner. Dr. Levine brings 
to his task, a legalistic mind, well-trained 
in the tenets of psychiatry and the ability 
so often lacking in professional men, to 
explain himself in clear and concise lang- 
uage. The method of approach to his sub- 
ject, therefore, would be analytical and de- 
ductive and the arrangement of material 
would be in classificatory form. Thus, Dr. 
Levine has taken each topic and broken it 
down into the various pros and cons until 
the topic has been discussed from every 
angle. Such a method of treatment may 
easily become involved if one is too intent 
upon the minutiae of discussion. Occas- 
ionally Dr. Levine drifts into this situation 
with the result of some confusion to the 
reader. An illustration is a brilliant dis- 
cussion of the subject of Normality in 
Chapter 12. He attempts to define Nor- 
mality but the topic is so involved that he 
is compelled to discuss at great length 
rather than define. One may well ask him- 
self whether the definition of Normality 
in itself is of any value. A growing ten- 
dency among practitioners is to discontinue 
the term and substitute that of “Average.” 
Again the topic of Average is highly de- 
batable for one must depend upon a great 
number of cases, subject to scientific limi- 
tations and restrictions, to strike an aver- 
age which is a process utterly beyond the 
means of the general practitioner. For all 
practical purposes one must arrive at crude 
estimates at best in order to determine 
whether or not the presenting case is an 
average one. A more practical approach 
to this subject in the opinion of the re- 
viewer is the determination of function 
and adaptability. Of what concern is it 
that a person who is not normal accord- 
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ing to Dr. Levine’s tenets if such a patient 
is unable to function efficiently and to 
adapt himself with a reasonable amount of 
satisfaction in his relations to himself and 
the community. 

Dr. Levine also has brilliantly dis- 
cussed the subject of Maturity. Unlike 
Normality the subject of Maturity is of 
direct and vital concern to anyone who 
would estimate the total personality of the 
individual. However, it seems to the re- 
viewer that Dr. Levine has limited his dis- 
cussion of Maturiy too much to the side 
of emotional maturity. The individual must 
develop, in addition to his emotions to 
various levels reaching maturity physical- 
ly, socially, intellectually and psychosex- 
ually. At no time in the state of develop- 
ment of an individual do all of these lines 
of development proceed at the same rate. 
They develop with different speeds at dif- 
ferent times in the individual’s life and 
may become fixated at any level with the 
other lines of development proceeding to 
full maturity. Furthermore, an oscillatory 
process takes place at any level of so- 
called fixation because the individual in his 
behavior may oscillate within wide limits 
from that point of fixation. Thus, a pa- 
tient whose average stage of psychosexual 
satisfacton is attained at the homosexual 
level may be fully capable at times of sat- 
isfactory heterosexual experiences. The 
true level of fixation will be found, of 
course, in the same way that one deter- 
mines a mean oscillations as in the point 
of chemical balance. At such a point the 
long range and ultimate satisfaction and 
efficiency of the individual in that par- 
ticular line of development is attained. 
These are facts that should be made clear 
to the general practitioner because other- 
wise he may seize upon one symptom or 
overt act in the individual and determine 
that such a patient has been fixated at that 
particular point. The method of approach 
and treatment, of course, will be deter- 
mined thereby. 

Undoubtedly the best portion of the 
volume deals with the subject of Sex and 
Marriage. The author has lined up the 


various advantages to an individual in the 
marital state and likewise with equal can- 
dor he has discussed the disadvantages. 
IIe has made clear some of the fallacies 


that people have about sexual relation- 
ships and above all some of the basic dif- 
ficulties upon which lack of marital ad- 
justment arise. Since a large number of 
psychological cases which come to the 
general practitioner are in this category, 
he will find this publication of gteat val- 
ue to him. 


In the early portion of the work in 
Chapter II, Dr. Levine has made a prac- 
tical outline of the three methods of ap- 
proach to psychogenic cases under the 
terms, (1) “Methods for the General Prac- 
titioner”, (2) “Advanced Methods for the 
General Practitioner”, and (3) “Methods 
for the Specialist”. Within the first two 
groups adequate range for the talents and 
training of the general practitioner is given. 
The author discusses at length each of the 
simple but effective ways of treating a psy- 
chological patient who is not suffering 
ing from a deeply-seated psychosis or an 
involved neurosis. To the reviewer Dr. 
Levine is on good solid ground and has 
made a number of practical and workable 
suggestions. His flair for classification 
shows up eminently in these chapters. On 
the whole, they are a decided aid to clarity 
of thought and expression. 


With respect to the publication as a 
whole, one notes the complete absence of 
documentation. This is permissible, of 
course, in a presentation to a lay group 
by a specialist. However, the approach is 
didactic and, therefore, statements must be 
made authoritatively and frequently with- 
out that rounded discussion of topics so 
necessary for an over-all picture. The 
lack of documentation, however, is made 
up by a chapter at the end of the book 
under the title of “Suggestions for Fur- 
ther Reading”. This list is brief but pro- 
vides much fine material that can be plac- 
ed directly in the hands of the patient 
himself. A review of the literature re- 
veals that there is a paucity of books such 
as the kind that Dr. Levine has just writ- 
ten. His book is not only an able pres- 
entation but it is above all one that should 
find fruitful and frequent use in the office 
of the general practitioner himself. 


V. C, B. 
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Brack Boy, Ricuarp Wricut. Harpers: 
New York. 1945. $2.50. 228 pp. 


There was a time when psychiatrists 
were shy of discussing literary works that 
dealt with people’s lives and feelings with- 
out benefit of microscope or special psy- 
chological techniques. This time is past. 
We are learning more and more that there 
are whole regions of human experience 
which psychopathologists have viewed 
only abstractly and mechanically leaving 
it to the poets to explore and explain. 


This autobiography of one of the 
great writers of our time is a book of in- 
terest not only to the general reader, but 
to all those who bear responsibility for 
the scientific understanding of human be- 
havior. The title “Black Boy”, as any- 
body who has lived in the South knows, 
is a common expression applied to any 
type of colored man: “Black boy, do 
this”; “black boy, do that”. It is the 
same type of expression as “nigger”, — if 
anything, more derogatory. 


The book is a description of the life 
of the author up to the age of about 
eighteen. Born in the South, he lived in 
various southern states. By the time the 
book ends he makes what he hopes will be 
an escape to Chicago. 


Some critics of the book have com- 
plained that it is “not a typical story”. 
As a psychiatrist who has especially stud- 
ed the lives of Negroes from the point 
of view of psychotherapy, I must record 
the opposite opinion. While this is the 
story of an individual, it is at the same 
time a highly typical story. 


The material of Negro childhood is 
the kind that nine out of ten Americans 
would either deny or refuse to believe ex- 
ists. Its particular quality stems from the 
social inheritance of anxiety and insecuri- 
ty in the family structure. There is a vic- 
ious circle of the frightened child of 
frightened parents. And after the child 
leaves this anxiety-ridden family, he en- 
couters in the environment a continuation 
or even intensification of the conflict 


which keeps the anxieties always height- 
ened. 





This book depicts a child who grows 
up to seventeen or eighteen without being 
influenced at all by any of the institutions 
of white men. When a young Negro goes 
to a college in the South, all the influences 
that bear on him will make it pretty sure 
that he is so educated that he will never 
write a book like “Black Boy.” Surely 
those who work in clinics, in courts and 
institutions can learn from this book the 
extent of influence on a boy of a smother- 
ing family life, an influence which he in 


turn will pass on to his future family. In 
my opinion, this has nothing to do with in- 
heritance or hormones, but shows a vicious 
merry-go-ound of generations of hurt peo- 
ple and more hurt people. 


An understanding of the type of ex- 
perience so forcibly described in this book 
is not just an addition, but is an essential 
foundation of knowledge for the psychia- 
trist who wants to understand the Negro 
child or adult. 
how well-disposed, believes that by treat- 


A white man, no matter 


ing a Negro kindly he should elicit a like 
response. That is because he does not un- 
derstand the context of what Negro exper- 
ience springs from and does not give full 
value to the whole environment, which is 
usually hostile. It is this hostility of the 
the old 


childish anxieties in a continuous stream. 


environment which reinforces 


It would seem to me as a psychiatrist 
that most of the literary critics, much as 
they have praised the book, have missed a 
salient point. Perhaps it is a point of which 
the author himself is unaware. This is not 
a book about racial intolerance. It is a 
book about American civilization, about 
modern civilization in general. The ma- 
terial of this book approximates the ex- 
perience of too many people all over the 
world. 


Frederic Wertham, M. D. 
New York City 
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A Hanpsoox or Psycuiatry. P. M. Licut- 
ENSTEIN AND S. M. SMatit. W. W. Nor- 
ton and Company, Inc., pp. 330, 1943. 
Price $3.50. 


It now generally recognized that all 
individuals whose work brings them in 
contact with mentally disturbed persons 
should have a basic knowledge of the es- 
sentials of psychiatry so that they can best 
perform their functions. This small vol- 
ume, whcih is written with a minimum 
of technical language, attempts to meet 
that need, It is primarily addressed to the 
general medical practitioner, the nurse, the 
personnel of hospitals and prisons, civilian 
defense workers, social workers, attend- 
ants in mental hospital, in addition to 
students of psychiatry. The authors are 
both men of wide experience in the field 
of psychiatry. Dr. Lichtenstein is in 
charge of legal medicine and psychiatry 
for the New York City District Attor- 
ney, while Dr. Small, formerly instructor 
in psychiatry at Cornell Medical College, 
is now psychiatrist and assistant medical 
director of the National Hospital for 
Speech Disorders. 

The book has a practical approach to 
psychiatry and deals with actual cases and 
experiences under each topic. Illustrative 
case material is presented wherever neces- 
sary. While most textbooks stress diag- 
nosis of mental illness, the present work 
devotes considerable attention to  treat- 
ment of morbid mental states and in that 
respect is different. For example, two of 
the chapters are entitled, “General Prin- 
ciples of Psychiatric Therapy” and “Ther- 
apeutic Aids.” 

The first chapter deals briefly with 
normal personality functioning. An em- 
pirical approach to normality is suggest- 
ed and the authors regard “the manner in 
which an individual conducts himself with 
regard to the accepted moral code and cul- 
tural pattern of his community” as the in- 
dex of his normalcy. In this chapter, the 
adjustment mechanisms of substitution, re- 
pression, conversion, identification, pro- 
jection, displacement, rationalization, com- 
pensation, symbolization, condensation and 
regression, are succinctly discussed and il- 


lustrated. 


The next chapter lays the basis for the 
rest of the book by a general discussion of 
abnormal behavior. Danger signals which 
indicate that the normal personality is 
verging into the abnormal are enumerated. 
These should prove useful to social work- 
ers and others as methods of recognizng 
incipient mental illnesses, which would en- 
able them to make suitable, prompt refer- 
rals of the patients to a_ psychiatrist or 
psychiatric clinic to prevent full-blown 
psychoses. 

The mental examination as outlined in 
this book includes the history of the pres- 
ent illness, personal history, family his- 
tory, general personality make-up of the 
subject, as part of the so-called “indirect 
examination,” and inquiry into appearance 
and demeanor, characteristics of talk, emo- 
tional state, special pre-occupations and 
experiences, obsessonis, compulsions, and 
phobias, orentation, memory, retention 
and recall,, recognition, judgment, insight 
as part of the direct examination. The 
physical findings are also considered. The 
working diagnosis is made from the facts 
elicited by the various examinations. While 
the order and sequence differs somewhat 
from that suggested by Dr. Lewis in his 
“Outlines for Psychiatric Examinations,” 
the ground covered is essentially the same. 

Psychometric tests are, on the whole, 
adequately treated in about ten pages but 
only intelligence tests are stressed to the 
exclusion of personality tests and tech- 
niques such as the Rorschach method of 
personality diagnosis. The major part of 
the book contains excellent chapters on in- 
tellectual deficiency, psychopathic person- 
ality, psychoneuroses, war psychoneuroses, 
psychosomatic illnesses, affect disorders, 
schizophrenia, paranoia and paranoid reac- 
tions, delirium and allied conditions and 
organic brain disorders. 


In the chapter on psychopathic per- 
sonality, the authors present some excel- 
lent medico-legal cases of pathological liars, 
swindlers, homosexuality, drug addiction, 
marijuani intoxication, etc. The authors 
add still another definition to the growing 
list of definitions of psychopathic person- 
ality. “The individual with a psychopath- 
ic personality is unable to manage his emo- 
tions, instinctive strivings, or impulses, and 
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presents such a poor synthesis of his per- 
sonality that instead of being a smoothly 
functioning, integrated organism he is a 
disharmonious assemblage of personality 
features.” The discussion of psychoso- 
matic illnesses deals mainly with the psy- 
chic factors in peptic ulcer, mucous co- 
litis, bronchial asthma and hypertension. 
Here, is a book that accomplishes its 
purpose. It does not pretend to cover the 
entire field of mental diseases but provides 
the reader with a knowledge of those 
most likely to be encountered. It is pure- 
ly and simply an elementary handbook for 
the uninitiated and is highly recommend- 
ed particularly for the general medical 
practitioner who may at any time meet 
with psychiatric cases in his practice. 
Samuel B. Kutash, 
Wingdale, New York. 





A FunctTIoNAL. APPROACH To FAMILY CASE 


Work. Epirep sy Jessie Tarr. Phila- 
delphia: University of Pennsylvania 
Press, 1944. Pp. ix & 208. Price $2.50. 


Support for the functional approach 
to family case work has been marshalled 
by Professor Taft of the Pennsylvania 
School of Social Work from the pens of 
twelve contributors and brought together 
in this volume which represents the cul- 
mination of a decade of experience in 
teaching and practicing this approach on 
the part of the School. The specific dif- 
ference in the Pennsylvania School’s ap- 
proach consists primarily of a major em- 
phasis on the importance of the social 
agency and its particular function as a de- 
terminant of the case-work process. This 
contrasts sharply with other existing ap- 
proaches which choose to allocate to the 
case worker herself the greater responsi- 
bility for determining and meeting the 
need of each individual client. 

Professor Taft’s introducton to the 


book attempts to answer some of the per- 
sistent criticisms which are usually leveled 
at the functional approach to case work. 
It has been stated, for example, that the 
functional approach merely _ substitutes 


Rankian therapy for Freudian psychoan- 
alysis. The author’s response to this in- 
dicates that he does not regard case work 
as a form of therapy but rather as a sep- 
arate discipline with its own theoretical 
basis and practice. There are a large 
number of social workers who consider 
only a psychology based on the work of 
Freud as scientific and that the functional 
method is unscientific because it is not 
Freudian. They also deny social case work 
as a separate discipline and make it synon- 
ymous with psychotherapy with psycho- 
analysis as the only source of help. On 
the other hand, those social workers who, 
like Professor Taft, have learned from 
Rank, take into account “the universal 
nature of the human being’s problem in 
taking help and have developed a psy- 
chology and philosophy of helping which 
can be used independently of therapy.” 
Taft considers that it is the function and 
structure of the social agency that dif- 
ferentiates the helping that belongs to so- 
cial case work from the helping found 
in therapy. 


In the present volume, an attempt has 
been made to locate and describe what 
seems to social workers to be “a method 
of helping peculiar to social case work.” 
Therein lies the contribution of the book. 
It represents the maturing of social case 
work to the degree that it can now as- 
sume its own peculiar, independent role 
and can leave psychotherapy and psycho- 
analysis where they rightfully belong, in 
the hands of the psychiatrists. In a way 
this means that the social worker is break- 
ing away from her traditional dependence 
on psychiatry and developing a new inde- 
pendence based on social case work sci- 
ence. 


The functional approach also departs 
decisively from what has been a funda- 
mental practice in social work — the mak- 
ing of a diagnosis preparatory to case 
work treatment. One of the pioneers of 
socal case work, Mary Richmond, devoted 
one of her best known books to “Social 
Diagnosis.” Professor Taft points out that 
functional case work has abandoned di- 
agnosis and its resultant plan for treatment 
in so far as diagnosis and treatment are 
concepts taken over bodily from medicine 
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or psychiatry. To Taft they represent an 
attitude toward the client which seems 
fundamentally antagonistic not only to 
functional practice but to social work it- 
self. The client, according to Taft, is not 
a sick person whose illness must first be 
classified, but a human being like the 
worker, asking for a specific service. 

The book presents eight separate pap- 
ers which were originally presented for 
discussion in seminars and round tables 
at the Summer Institute of the Pennsyl- 
vania School of Social Work in June 1943. 
The first paper by Elizabeth H. Dexter 
frankly presents the dilemma of a fam- 
ly agency unable to find a general enough 
statement of its function to cover every 
form of service which would at the same 
time be specific enough to identify the 
agency and afford a control and support 
to its case workers, no matter what the 
nature of the help sought by the client. 
This paper is followed by an analysis of 
some problematic aspects of function in 
the family agency as revealed in two spe- 
cific cases by Rosa Wessel, a practical 
family case worker. Sarah S. Marnel ap- 
praises a social agency’s work with refu- 
gees and concludes that “a person’s ability 
to make a new adjustment is dependent 
not upon superiority of equipment or re- 
sources but upon the availability to him 
of his own resources.” 

The use of the fee in the case-work 
process in a family agency is ably dis- 
cussed by Frances T. Levinson. One can- 
not help being convinced that the fee al- 
lows for the retention of more freedom 
on the part of the client. The bargain- 
ing power which it gives the client allows 
the worker more easily to use the client’s 
strength for his own benefit. It has case- 
work value in its effectiveness as a point 
around which the worker and client can 
come together to work out the client’s 
willingness or resistance to participating 
in his own destiny. Above all it preserves 
the client’s independence and his right and 
need to pay for help received in concrete, 
socially acceptable terms. The paper by 
M. Robert Gomberg deals with the spe- 
cific nature of family case work and is 
well illustrated by verbatim interviews. 

Of most interest to psychopathologists 
and psychotherapists are the two final 


papers in the volume, entitled, “The Re- 
lation of Case-Work Help to Personality 
Change,” by Grace Marcus and “Case Rec- 
ords of Personality Change,” by Virginia 
P. Robinson. According to Miss Marcus 
social case work “has devoted its major 
energies to the task of understanding the 
psychological element in the case-work 
job and evolving a method that would be 
psychologically sound.” It is obvious that 
case work is constantly dealing with the 
conscious ego or self of the client and 
must avoid methods and techniques which 
are not psychologically sound and may 
result in psychological disintegration in 
the client. What Miss Marcus has to say 
concerning the role of the social case 
worker in preserving the individual’s psy- 
chological organization intact while help- 
ing him supply his essential needs or con- 
duct his personal affairs, is both stimulat- 
ing and provocative. The case worker 
does not take responsibility for effecting 
personality change but strives to exert 
her helping role in such a way that the 
recipient will not be psychologically 
harmed or traumatized in the relationship. 
If personality changes for the better do 
occur in the process, they are the result 
of the improvement in the client’s social 
and economic position through the help 
of the agency rather than of direct psy- 
chotherapeutic influence. Concrete case 
material to illustrate personality changes 
in clients during the case-work process is 
provided in Miss Robinson’s presentation. 
While this book is primarily of inter- 

est to social workers and welfare officials, 
alled professional groups such as the psy- 
chologists, psychiatrists and criminologists 
will find in it much material pertinent to 
their own orientations. Above all they 
will gain a new understanding of the lat- 
est developments in social work theory 
and practice, trends which represent the 
coming of age and increasing maturity of 
this type of service to individuals. To 
learn that the social worker no longer re- 
gards herself as a therapist and the client 
as a patient and to see how social work 
has found its way to new methods and 
forms of service peculiar to itself is one 
of the rewards of the reader of this book. 

Samuel B. Kutash 
Wingdale, New York 














